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The Advantages of Physical Fitness 


Pau. D. Wuire, M.D., Boston, Mass. 
hysical fitness includes aspects of 
health, one of which is the protection of the 

human body from the infections that have beset 

us in the past and that still threaten us. Here 
we can be somewhat content with the progress 
we have made in preventive medicine. Not only 
the athletes of today, but all of us, feel reason- 
ably confident that our careers in youth and 
middle age will not be interrupted by the epi- 
demic diseases of the past such as_ plague, 
cholera, diphtheria, meningitis, or pneumonia. 

On the other hand, we are threatened with the 

diseases that seem to come with prosperity, 

which manifests itself in a soft way of life. As 

a result, we have overnutrition, high blood pres- 

ure, and ; today’s popular disease of the arteries— 


many 


namely, atherosclerosis. 

Insurance and vital health statistics have dem- 
onstrated clearly the shortening of life, and also 
the hazard in other respects, in at least 95 per 
cent of persons afflicted by obesity. The cause is 
too many calories, whether they come from car- 
hohydrate, protein, or fat. As a rule, the com- 
hination of surpluses of all three is responsible. 
It is, however, beginning to be indicated by cur- 
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rent researches that the fat in the diet—especial- 
ly if copious in amount and of animal origin— 
may be more hazardous than equal calorie con- 
tents of carbohydrate or protein. 

Obviously then, physical fitness is injured by 
overweight and enhanced by normal weight. As 
a matter of fact, it is better to be what some 
persons consider too thin than to have any extra 
pounds. It isn’t just the extra pounds under the 
skin that count; much of the fat goes elsewhere 
than subcutaneously, including the inner lin- 
ing or intima of the important arteries of the 
hody. This includes the coronary arteries that 
supply the heart muscle with blood ; the carotid, 
vertebral, and basilar arteries that supply the 
brain; the renal arteries that supply the kidneys ; 
the abdominal arteries that supply other viscera ; 
and the aorta and iliac arteries that supply the 
circulation to the legs. 

Perhaps not so important, but nevertheless of 
great significance in physical fitness, is a regular 
habit of vigorous exercise. Physiologically, it has 
heen well demonstrated during the last genera- 
tion or more that physical activity with vigorous 
use of the muscles, is advantageous to health. 
Good muscle tone, especially of the legs, im- 
proves greatly the return of blood from the de- 
pendent portions of the body to the heart thus 
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supplementing the work of the heart itself. The 
veins of the extremities have important valves 
to send the blood in the right direction. These 
valves were demonstrated as long ago as 1603 
by Fabrizio d’Acquapendente and the knowledge 
of their function established the conclusive proof 
by William Harvey of the circulation of the 
blood, presented in his memorable book, De Motu 
Cordis in 1628. 

There is thus great importance in having good 
muscle tone in the legs which have some of the 
largest muscles of the body and where the effect 
of gravity tends to hinder the flow of blood back 
to the chest and head. Good muscle tone of the 
diaphragm also is very important in aiding the 
return of blood to the chest through the action 
of the thorax as a suction pump which serves 
also for the inhalation of air whereby to oxy- 
genate the blood and rid it of carbon dioxide and 
some water. 

Two other physiological effects of regular and 
vigorous exercise should be mentioned. One is its 
favorable function as an antidote to nervous 
tension. Exercise is one of the best means for 
relaxation, general muscular fatigue being con- 
ducive to physical and mental rest and sleep. 
A second benefit is that vigorous exercise helps 
prevent obesity, although diet is of primary im- 
portance in this respect. Unfortunately, the 
amount of physical exercise either in work or 
in sports carried out by the average man or 
woman in the more prosperous countries in the 
world today has reached a low minimum. We 
are slaves to labor saving devices such as auto- 
motive equipment and to television. Despite the 
obvious usefulness, indeed the necessity, of the 
moderate use of the pushbutton to our living 
today, we must be wise enough to be their mas- 
ters and not their slaves. 

It happens that along with the current lack 
of exercise and the enrichment of the. diet and 
overnutrition of today there has occurred in 
countries of greater prosperity an alarming 
amount of serious high blood pressure and coro- 
nary heart disease. The relationship between 
lack of muscular exercise and overeating on the 
one hand, and the diseases just mentioned on 
the other, needs extensive and intensive investi- 
gation which is being initiated by a few pioneers. 

Diseases of the arteries throughout the body 
now nold first place in mortality and probably 
also in morbidity. Not only has the heart suf- 
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fered severely from atherosclerosis of the coro- 
nary arteries but the brain too is crippled by 
extensive atherosclerosis of the arteries supply- 
ing blood to the brain, the kidneys are damaged 
by reduction of their arterial blood supply 
[which incidentally can be an important cause 
of hypertension], and the circulation in the legs 
is becoming increasingly hampered by athero- 
sclerotic changes in the lower aorta and its main 
branches—the iliac arteries. It has been said 
by some that arterial disease is increased by 
exercise but almost all the evidence points the 
other way. However, much more work must be 
done on this problem. 

We can cite individual cases or even groups of 
individuals who apparently have been helped in 
their longevity and in the avoidance of important 
coronary heart disease by vigorous sport. One 
recent example that has come to my attention is 
that of a marathon champion who died at 70 
of cancer after having spent much of his life 
in preparing for and in taking part in marathon 
races. It is estimated that he ran at least 250 
such races, many of which he won in his younger 
days. This man was Clarence DeMar of New 
England. Postmortem examination showed a 
heart muscle in perfect condition, normal in 
size, with wide open coronary arteries. 

There has been a follow-up of several hundred 
Harvard University football players who ob- 
tained their letters in the years between 1900 
and 1930. A considerably better record so far as 
coronary heart disease is concerned was shown 
by those who maintained vigorous athletic activ- 
ity throughout life than in those who took 
little or no exercise after graduation. Several fol- 
low-up studies of oarsmen and other athletes 
have shown much the same findings. Despite 
these studies, much more extensive research still 
needs to be done. It is also of interest that well 
trained athletes can accomplish remarkable feats 
even in the presence of disease of the heart and 
arteries, although much judgment must be ex- 
ercised individually in every case with respect 
to advice to these athletes. 

Finally, in contrast to the intense interest 
justly deserved in promoting both the fitness of 
children and youth of today and the health of 
aged people, there has been a sad neglect of the 
long period of middle age, which may be said to 
extend from the early 20’s when full growth is 
achieved up to the beginning of old age in the 
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early 70’s. It has become the custom for young 
people to adopt all the labor saving devices, to 
stop taking any adequate physical exercise, and 
to eat so richly they gain a pound or two a year 
for several decades. This is in contrast to the 
current customs of the populations in less privi- 
leged countries and to those of the ancestors, 
sometimes the immediate ancestors, of these very 
individuals who have adopted a soft way of life. 
This new way of life should be investigated 
more thoroughly as to its effect in the promotion 
of heart and blood vessel disease as well as to its 
possible effect on the mental and spiritual health 
of all the world. The greatest challenge of public 
and of private health today, and the most neg- 


lleocolitis 


The medical program of ileocolitis consists of 
bed rest, a bland, low residue, high calorie diet, 
antispasmodiecs, intestinal antibiotics, and mild 
sedation. Steroids, especially Acthar Gel,® may 
be tried but have proved more beneficial with the 
ulcerative process than with the granulomatous 
lesions. However, the sense of well being and 
improvement in appetite produced by the steroids 
are no small assets even in granulomatous re- 
gional enteritis. In prescribing intestinal anti- 
biotics one must be mindful of the possibility of 
staphylococcal enteritis if wide spectrum anti- 
hiolics are employed for long periods of time. 
Vitamin deficiencies must be corrected. Crohn 
has advocated the use of vitamin B 12 if mal- 
absorption is suspected from bulky, fatty stools 
or « blind loop is known to exist. Symptomatic 
blind loops must be resected. Benjamin B. Jack- 
son, M.D. A Review of the Management of 
Chronic Ileocolitis. J. Kentucky M.A. May 1959. 
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lected, is that of physical fitness in middle age. 
It transcends, I believe, the problems of health 
of both youth and senility. The laudable goal of 
improving the physical (and mental) health of 
our youth should have no age limit at any decade 
but it ought to continue on where it is most 
needed all through life. The problem of our 
aged, will thereby be greatly lightened. It is not 
God’s will that we should suffer from atheroscle- 
rosis, or any other diseases for that matter, in 
youth or middle age; it is our own fault. As 
Shakespeare said “our remedies oft in ourselves 
do lie, which we ascribe to Heaven.” 

264 Beacon St. 


Drug reactions 


As might be expected with a potent oral (hy- 
poglycemic) drug the commonest complaints are 
those referable to the gastrointestinal tract. 
These have included peculiar taste in the mouth, 
anorexia, nausea, dyspepsia, epigastric distress, 
vomiting, cramps, abdominal pain, fullness, and 
diarrhea. Gastric tolerance was found to be im- 
proved when the drug was administered with 
food. With respect to incidence, figures as high 
as 11 per cent have been reported, but this high 
incidence was markedly reduced by lower initial 
and maintenance dosages. Although sufficiently 
severe in some instances as to preclude conversion 
to oral therapy, these gastrointestinal disturb- 
ances usually are without sequelae unless vomit- 
ing and diarrhea further compromise electrolyte 
balance in a precarious diabetic employee. B. LF. 
Bennison, M.D. Hypoglycemic Agent Toxicity. 
J. Occupational Med. July 1959. 





Acute Pancreatitis: 


Clinical Experiences in 


Diagnosis and Management 


E. Lee Strouz, M.D., Witus G. DirFENBAUGH, M.D., AND STEVEN H. Nyt, M.D., Cuicaco 


CUTE hemorrhagic pancreatitis was pro- 

duced by Claude Bernard, in experimental 
animals, more than a century ago.? He injected 
bile, mixed with sweet oil, into the pancreatic 
ducts of cats. The intervening century has pro- 
duced an extensive literature on the disease, 
dealing with the anatomy, physiology, pathology, 
and the etiological factors involved in the dis- 
case. Despite all the extensive investigations, the 
cause of the disease is still an enigma. 

Enzyme determinations have not proved as 
significant as was proposed originally*:'* in es- 
tablishing the diagnosis. It has been demon- 
strated repeatedly that other acute abdominal 
pathology will produce enzyme elevations similar 
to the changes found in acute pancreatitis.*?:** 
“1.33 The problem is magnified when acute pan- 
creatitis develops in the early postoperative peri- 
od, or when there are associated changes in other 
Orgmann.2:20ta 748 

In the past, patients were admitted frequently 
in a terminal state of acute pancreatitis, and 
died a short time after. admission to the hospital. 
With the current trend toward early hospitaliza- 
tion of acute abdominal emergencies, patients 
are seen and treated more frequently in the early 
stages of the disease. Many patients with acute 
edematous pancreatitis, treated by conservative 
measures, do not progress bevond this stage of 
ihe disease. On the contrary, surgery should not 
be postponed when there is a question of other 
acute abdominal pathology or when there is pro- 
gression of the disease to necrosis and abscess 
formation. Is it possible that the pendulum has 
swung too far in favor of conservative treat- 
ment? How great is the danger of overlooking 
acute abdominal pathology, such as acute gan- 
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grenous cholecystitis or a perforated peptic ulcer 
when conservative treatment is practiced rou- 
tinely in the presence of an elevated serum amy- 
lase ? 

Case 1: C. W., a white man 37 years of age, entered 
St. Luke’s Hospital complaining of excruciating epigas- 
tric pain. The leucocytes numbered 19,500 per cu. mm. 
The serum amylase was 256 units (Somogyi iodine 
method, normal, 8-64 units). The oral temperature was 
101.6°F. The temperature became normal within 36 
hours with conservative treatment. The leucocyte count 
dropped to 14,800 per cu. mm. The serum amylase re- 
turned to normal. A tender mass became palpable within 
48 hours in the right upper abdominal quadrant. Opera- 
tion was performed 72 hours after admission. The pan- 
creas was normal. The gall bladder was edematous and 
markedly distended, with an area of gangrene in the 
fundus. Cholecystostomy was performed. The course 
was uneventful and the patient left the hospital on the 
eighth postoperative day. Cholecystectomy was _per- 
formed at a later date. 

It has been observed clinically that attacks 
of acute pancreatitis usually follow a full meal 
within a period of two or three hours. This ob- 
servation is significant, as the same relationship 
has been noted experimentally.’ °° Two clinical 
entities seem to occur; acute edematous or inter- 
stitial pancreatitis, and acute hemorrhagic or 
necrotic pancreatitis. The former is associated 
with a mortality rate of 5-10 per cent; the 
latter has a mortality rate of 50-60 per cent. El- 
man has stated that acute edematous pancreati- 
tis is a distinct pathological entity and not mere- 
lv an early stage of pancreatic necrosis,’* as 
Zoepftel had postulated.*° Irenius demonstrated 
experimentally that all stages of pancreatitis, 
from mild edematous to acute hemorrhagic ne- 
crosis, can be produced by varying the quantity 
of bile injected into the pancreatic ducts.”* It 
would seem that edematous pancreatitis is mere- 
ly one stage in the process and many patients 
never progress beyond this stage. Other patients 
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Figure 1. Gross specimen demonstrating acute 
hemorrhagic pancreatitis and thrombosis of the 
splenic vein. 


develop repeated mild attacks of pancreatitis, and 
areas of localized necrosis. Calcification develops 
in these necrotic areas, leaving but a small 
amount of functioning pancreatic tissue. Some 
of the factors necessary for the transition from 
edematous pancreatitis to necrotizing pancrea- 
titis are known.?93%3-105 MacKenzie states that 
the addition of a vascular component to an 
edematous pancreatitis is the principal factor in 
the onset of necrotizing pancreatitis, or in his 
words, “Ischemia in an edematous gland”.*° 

The transition from edematous to acute hemor- 
thagic pancreatitis may be illustrated in the fol- 
lowing cases reports : 

Case 2: B. W., a 38 year old female, entered St. 
Luke’s Hospital for gall bladder surgery shortly after 
an attack of acute calculus cholecystitis. The patient 
undoubtedly had an associated smoldering acute pan- 
creatitis, as there was a trace of sugar in the urine, 
which had not been present prior to the attack of acute 
cholecystitis. Fifteen hours after admission, before the 
surgery was done, she suddenly developed severe shock 
and died shortly thereafter. Postmortem examination re- 
vealed acute calculus cholecystitis, a mass of inspissated 
soft gray material in the lumen of the pancreatic duct, 
12 cm. from the ampulla, as well as acute hemorrhagic 
pancreatitis and a recent thrombosis of the splenic vein. 
(Figure 1) 

Case 3: W. H., a 71 year old businessman, entered 
St. Luke’s Hospital with a history of severe epigastric 
pain following his evening meal, with emesis, perspira- 
tion, and shock. The rectal temperature was 103.4°F. 
The abdomen was distended and the patient cyanotic. 
The blood count revealed hemoconcentration of 5.6 mil- 
lion rbe per cu. mm, and a hemoglobin of 18.8 gm. per 
100 cc. The admitting diagnosis was acute myocardial 
infarction, as he had known cardiac disease and diabetes 
mellitus. Serum amylase was 512 Somogyi units (nor- 
mal 50-150 units). He died two days later. Postmortem 
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Figure 2. Gross specimen demonstrating hemor- 
rhagic and necrotizing pancreatitis. Areas of fat 
necrosis are present, as well as hemorrhagic infarcts. 


examination showed acute hemorrhagic and necrotizing 
pancreatitis, with thrombosis of the splenic vein, hemo- 
peritoneum, and extensive hemorrhagic infarcts of the 
pancreas. (Figure 2) 


SYMPTOMS 

The patient with acute hemorrhagic or necro- 
tizing pancreatitis presents a dramatic clinical 
picture which once seen is never forgotten.© The 
outstanding symptom is severe, steady, and pro- 
longed pain. It usually is located in the epigas- 
trium and radiates frequently to the back. The 
patient may assume a flexed position, with his 
hands pressed into the abdomen, as if pressure 
relieved pain. Morphine has little or no effect 
and may accentuate pain. Other authors have 
stated that nausea and vomiting are not common. 
We have observed that vomiting is a prominent 
and important symptom. It adds significantly 
to the electrolyte imbalance, which develops be- 
cause of diffuse visceral edema and intraperi- 
toneal effusion. The severity of the symptoms 
tends to parallel the extent of the pathological 
process. An early shocklike state may exist or be 
delayed and develop suddenly at a time when 
the patient seems to be progressing toward re- 
covery. Abdominal tenderness is common but 
rigidity is seen infrequently. Distension is a fre- 
quent finding. Bowel sounds may be present; if 
so, they add to the difficulty in establishing diag- 
nosis. Pulmonary signs, with rales and effusion, 
are not uncommon findings. 

Repeated serum amylase determinations are 
more important than a single determination. 
One amylase determination, unless made in the 
early stages of the disease, may not be helpful. 
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The height of the rise of serum amylase may not 
reflect the degree of the pathology in the pan- 
creas. There may be a fatal destructive necrosis 
of the gland, with a normal serum amylase. 

Case 4: G. P., a 53 year old dentist, entered St. Luke’s 
Hospital with a history of sudden, severe epigastric 
pain. He was in shock, with hemoconcentration and a 
subnormal temperature. The abdomen was distended 
and a tender, palpable mass was present in the right 
upper quadrant. The serum amylase was 56 Somogyi 
units. He was treated conservatively. The following 
day the temperature was elevated and the leucocyte 
count had increased from 13,850 to 19,100 per cu. mm. 
The pulse was rapid. Cholecystostomy was carried out 
for gangrenous cholecystitis. He improved for several 
days, and had resumed oral feedings. On the eighth post- 
operative day he vomited, had a sudden drop in the 
blood pressure, and died. Postmortem examination re- 
vealed acute necrotizing pancreatitis with gangrenous 
cholecystitis without stones. 

Bockus states that a serum amylase which ex- 
ceeds the top level of normal by five times pro- 
vides fairly reliable evidence of the presence of 
acute pancreatitis.* Serum amylase usually at- 
tains it maximum level within 12 to 24 hours 
following the onset of the disease. Ordinarily, 
it returns to normal within a few days and prior 
to the time that the clinical symptoms have begun 
to subside. Serum lipase values may remain ele- 
vated for a longer period. Serum amylase may 
be elevated by opiates.* Other disease processes 
within the upper and lower abdomen may be 
associated with an elevated serum amylase, par- 
ticularly peritonitis.$??%?1%° 

The level of the amylase within the peritoneal 
fluid may be above normal. It can persist at an 
elevated level for four days or longer after the 
blood serum amylase has returned to normal.”° 
This observation is significant as peritoneal tap 
may prove helpful in establishing a diagnosis, 
where confusion exists. 

Case 5: N. B., a 39 year old male, entered St. Luke’s 
Hospital with a history of epigastric pain of 24 hours’ 
duration. There was marked abdominal distension. The 
abdomen was explored and acute hemorrhagic pan- 
creatitis found. Cholecystostomy and drainage of the 
zebdomen was carried out. The abdominal fluid amylase 
was 1,024 Somogyi units. The following day the serum 
amylase was 64 Somogyi units. 

Hyperglycemia and glycosuria are common 
findings. Albuminuria develops in most patients 
with this disease. Low levels of serum calcium 
may be associated with pancreatitis. Such find- 
ings indicate extensive necrosis of the pancreas 
and a guarded prognosis.” 

X-ray examinations of the abdomen will show 
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on many occasions a localized ileus or sentine! 
loop of distended, gas filled small bowel in the 
upper abdomen.’®*> Generalized ileus often is 
present, when the disease is severe in type. X-ray 
examination of the chest may reveal a confusing 
pleuritis or pleural effusion in the lower lung 
fields.4+%7»?? 

Alterations in the electrocardiographic trac- 
ings are not uncommon in patients with acute 
pancreatitis. These changes are due to electrolyte 
disturbances.17** Such findings can add to the 
difficulty in establishing a diagnosis in a patient 
with cardiac disease. 

Case 6: S. M., a 60 year old man, who had suffered 
two previous attacks of coronary thrombosis, entered St. 
Luke’s Hospital with severe chest pain of 18 hours’ 
duration. He was cyanotic and in shock and his oral tem- 
perature was 102.4°F. Electrocardiographic tracings 
were suggestive of another coronary thrombosis. He 
died the day of admission. Postmortem examination 
revealed acute calculus cholecystitis, a common duct 
stone, a stone in the duct of Santorini, and acute hemor- 
rhagic pancreatitis. No evidence of recent coronary 
occlusion was found. 

DISCUSSION 

This report deals with acute pancreatitis en- 
countered at St. Luke’s Hospital, Chicago, a 
voluntary metropolitan teaching institution. It 
covers 60 consecutive patients. Diagnosis was 
established by significant amylase elevation, op- 
eration, or postmortem examination. Twenty- 
four patients were females, and 36 were males. 
The ages ranged from 24 years to 79 years, with 
an average of 51 years. 

Twenty-one patients, one-third of the total, 
gave evidence of previous gall bladder disease. 
Two patients had a history of previous attacks 
of acute pancreatitis. One, a physician, had un- 
dergone drainage of the abdomen for acute hem- 
orrhagic pancreatitis five years previously. He 
had been well during the intervening years. He 
developed a second attack of acute hemorrhagic 
pancreatitis. Exploration and drainage of the 
abdomen was carried out. He died the same day. 
Postmortem examination revealed acute hemor- 
rhagic pancreatitis. 

Acute cholecystitis was found in association 
with acute hemorrhagic pancreatitis at postmor- 
tem examination in three patients. These asso- 
ciated findings were not suspected by the attend- 
ing physician prior to death. Each of these pa- 
tients was treated conservatively for acute pan- 
creatitis on the basis of the markedly elevated 
serum amylase determination. 
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Eight patients having associated gallstones had 
subsequent cholecystectomy. Correction of biliary 
tract disease, following an attack of acute pan- 
creatitis, should be carried out after a safe inter- 
val of time has elapsed. Subsequent attacks of 
acute pancreatitis are less common when defini- 
tive biliary tract surgery is carried out. 

Seven patients died and five recovered follow- 
ing surgery for acute hemorrhagic pancreatitis. 
This is a mortality rate of 58.33 per cent. All of 
the patients had acute hemorrhagic or necrotiz- 
ing pancreatitis. 

Hight patients developed acute hemorrhagic 
pancreatitis following biliary tract or gastric 
surgery. Six of the eight patients died. We 
stressed the lethal character of acute hemor- 
rhagic pancreatitis in the postoperative period in 
a previous report.® 

Forty patients with a diagnosis of acute pan- 
creatitis did not undergo surgery. Nine patients 
died. The diagnosis, as confirmed at postmortem 
examination, was acute hemorrhagic or necrotiz- 
ing pancreatitis. 

The time interval between the onset of symp- 
toms and death has shifted. Formerly, many pa- 
tients were admitted in extremis and died shortly 
after admission. Currently, some patients seem 
to be successfully carried over the shock phase 
of acute pancreatitis, but die of complications at 
a later date. 

Case 7: J. M., a 42 year old male, gave a history of 
gall bladder disease and jaundice. Cholecystectomy and 


removal of a common duct stone were carried out. 
Drainage of the common duct was established with a 


‘long arm T tube. Fulminating acute pancreatitis, mani- 


fested by a markedly elevated serum amylase, developed 
on the second postoperative day. He survived the initial 
shock period and seemed to be recovering, when death 
suddenly occurred on the 31st day after surgery. Post- 
mortem examination revealed gangrenous pancreatitis 
and erosion of the splenic vein with extensive hemor- 
rhage. 

Case 8: E. W., a 49 year old man, entered St. Luke's 
Hospital complaining of severe abdominal pain. He had 
abdominal distension and tenderness in the upper abdo- 
men. Serum amylase was 128 Somogyi units. The urine 
showed 100 mg. of albumin. The oral temperature was 
101°F. The blood count showed marked hemoconcentra- 
tion. Exploration revealed acute hemorrhagic pan- 
creatitis and a distended gall bladder containing stones. 
A cholecystostomy with removal of gallstones and 
drainage of the lesser peritoneal space were performed. 
He progressed well until the 16th postoperative day, 
when severe shock developed. The rectal temperature 
tose to 106.6°F, and death followed. Postmortem ex- 
amination revealed a necrotizing pancreatitis with ab- 
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scess formation. Hemolytic staphylococcus was cultured 
from the abscess. 


The principle of conservative treatment de- 
mands careful observation of the patient, as well 
as aggressive measures of therapy. Shock must 
be treated adequately and vigorously. Pain must 
be relieved and the deficiency in electrolytes, 
blood volume, and fluids corrected. Morphine 
should be avoided because it can produce spasm 
of the sphincter of Oddi. Demerol® is the drug 
of choice and it can be given intravenously. Frac- 
tional epidural block has been found useful in 
pain control. Hemoconcentration may be severe 
because of the extravasation of blood and serum 
into the retroperitoneal area and the peritoneal 
cavity. Vomiting will add to the dehydration 
and electrolyte imbalance. Large amounts of hu- 
man plasma and serum albumin are needed to 
correct the deficit in the blood volume. 

Efforts should be directed at diminishing ac- 
tive pancreatic secretion. This can be accom- 
plished by nasogastric suction and withholding 
of food and water by mouth. Gastric juice stimu- 
lates pancreatic secretion. Anticholinergic drugs 
are helpful in inhibiting gastric and pancreatic 
secretions. Antibiotic drugs should be used freely 
in an effort to combat secondary infection in 
the devitalized tissues. 

Surgery should not be withheld when a pa- 
tient who is under careful observation develops 
evidence of other acute abdominal pathology. 
The pathology for which surgery may be indi- 
cated includes acute gangrenous cholecystitis, 
perforated peptic ulcer, and intestinal obstruc- 
tion. Prompt surgery is essential if there is evi- 
dence of pancreatic abscess. Delay of surgery can 
result in erosion of large blood vessels or adja- 
cent viscera. 

Massive hemorrhage is not uncommon in acute 
hemorrhagic pancreatitis, at any stage of the 
disease. In seven of the 22 deaths in this series, 
hemorrhage contributed significantly to the fatal 
outcome. The danger of delayed hemorrhage has 
been stressed by Kirby et al.,24 and by Paxton 
and Payne.*° Kirby has suggested debridement 
in patients having smoldering acute hemorrhagic 
and necrotizing pancreatitis. We have observed 
massive hemorrhage from the bowel, with a trans- 
verse colon defect demonstrated by X-ray, fol- 
lowing acute hemorrhagic pancreatitis. The le- 
sion in the colon disappeared spontaneously after 

a short interval of time. 





Case 9: L. F., a 53 year old man, entered St. Luke’s 
Hospital with severe upper abdominal pain, vomiting, 
and shock. He had recently recovered from serum hepa- 
titis, with coma, after an illness of eight months. The 
oral temperature on admission was 100.6°F., and the 
leucocytes numbered 16,500 per cu. mm. Serum amylase 
was 328 Somogyi units. Fever and tachycardia per- 
sisted into the third week. Six weeks after the onset of 
the illness, a pancreatic abscess was drained. Hemolytic 
staphylococcus was cultured from the abscess. This 
organism was sensitive to Terramycin,® which was 
administered. Fluid developed in the left pleural space 
and was repeatedly aspirated. Eleven weeks after ad- 
mission, shortly before his anticipated discharge from 
the hospital, a severe hemorrhage from the bowel 
occurred. Blood transfusions were given and the colon 
examined by X-ray, which revealed a filling defect in 
the descending colon. X-rays taken several months later 
showed no evidence of the lesion. 

Many surgeons have reported similar colon 
lesions.*®** Occasionally, a segment of colon be- 
comes gangrenous, requiring resection. Some of 
the colon defects persisted as residual constrict- 
ing lesions. Such pathological changes in the 
bowel are in all probability due to tryptic fer- 
ments. 

Case 10: C. A., a 47 year old female, entered St. 
Luke’s Hospital with acute abdominal pain and a tender, 
distended abdomen. Jaundice was present. The urine 
contained 50 mg. of albumin. The red blood cells num- 
bered 7.6 million per cu. mm. and the hemoglobin was 
21.1 gm. per 100 cc. The rectal temperature ranged from 
103 to 105°F. Conservative treatment was carried out. 
She died on the third hospital day. Postmortem exami- 
nation revealed a dilated common bile duct without 
stones, a common. biliary-pancreatic ampulla, acute 
hemorrhagic pancreatitis with massive hemorrhage into 
the lesser peritoneal cavity, and a segment of gan- 
grenous sigmoid colon. 


SUMMARY AND CONCLUSIONS 

1. Early hospitalization and aggressive non- 
operative treatment of the patient with acute 
edematous pancreatitis may prevent the disease 
from progressing to the hemorrhagic and_ne- 
crotizing type. 

2. The more serious type of pancreatitis, hem- 
orrhagic and necrotizing, continues to carry a 
high mortality rate, irrespective of the method 
of treatment. 

3. We have experienced the transition from 


surgical treatment to conservative treatment of 


acute pancreatitis. The prevailing opinion for 
conservative treatment is dominant. One may be 
criticized when surgery is suggested in the pa- 
tient having acute abdominal pathology, when 


the serum amylase is elevated. 
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4, Surgery should not be postponed when there 
is a question of the presence of other acute ab- 
dominal pathology, despite an elevated serum 
amylase. Evidence of progression of the disease 
to abscess and necrosis are indications for surgi- 
cal intervention. Secondary hemorrhage may con- 
tribute to death, due to erosion of large blood 
vessels adjacent to the pancreas. Surgical de- 
bridement of necrotic tissue may prevent this 
complication. 

5. The etiological basis of acute pancreatitis 
is equivocal. A single method of effective treat- 
ment will not be evolved, in all probability, until 
the etiology is established. 

122 South Michigan Avenue 
Chicago 3 
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Myocardial infarction in the negro 


Reports indicating a lower incidence of myo- 
cardial infarction in the American Negro are 
numerous. In 866 necropsies of army men be- 
tween 18 and 39 years of age in which coronary 
artery disease was found, 7.4 per cent were in 
Negroes, a lower incidence than the 10 per cent 
figure given as the proportion of Negroes in the 
entire army. In a U. S. army hospital with 15 
per cent admissions, there were 34 patients with 
coronary occlusion in four years, none of whom 
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were Negroes. A St. Louis hospital reports a 2.9 
per cent incidence of infarctions in Negroes; 
6.4 per cent in whites. In a mid-southern uni- 
versity hospital with a 70 per cent Negro admis- 
sion rate, only 51 per cent of infarctions oc- 
curred in Negroes. With Negro admissions al- 
most twice as numerous as white, infarctions 
were equal in number in a hospital in the Dis- 
trict of Columbia. Sol Glotzer, M.D. Myocardial 
Infarction in the Negro. New York J. Med. 
July 15, 1959. 





Pharmacotherapy in Mental Illness 


BENJAMIN BLACKMAN, M.D., Cuicaco 


at hough the tranquilizers were introduced into 

general use less than six years ago, the his- 
tory of pharmacotherapy in mental illness began 
in ancient times. About the year the Pilgrims 
landed on Plymouth Rock, Robert Burton, an 
obscure Oxonian cleric, wrote the “Anatomy of 
Melancholy.” He said the following about black 
hellebore : 

“Black hellebore, that most renowned plant 
and famous purger of melancholy, which all 
antiquity so much used and admired, was first 
found out by a shepherd who, seeing it to purge 
his goats when they raved, practiced it upon the 
King’s daughters and restored them to their 
former health. In Hippocrates’ time it was so 
much in request that he wrote a book of it, a 
fragment of which remains yet. It was generally 
so much esteemed by the ancients that they sent 
all such as were crazed to the Anticyrians, where 
this plant was in abundance. ‘Let him sail to 
Anticyra’ was a common proverb among the 
Greeks and Latins to bid a mad-man to take 
hellebore .. . When that proud Menecrates wrote 
an arrogant letter to Philip of Macedon, he sent 
back no answer but this, ‘I advise you to take 
yourself off to Anticyra’, noting thereby that he 
was crazed, and had much need of a good purge.” 

Our modern pharmacology texts indicate that 
hellebore is an alkaloid, somewhat related to 
digitalis in action. White hellebore was used to 
purge upward and black hellebore to purge down- 
ward. The purpose in both cases was to clean 
the body of a certain humor known as black 
bile, believed by all to be the cause of melancholy. 

When Pinel inaugurated his humane reforms 
following the French Revolution—he called it 
“moral treatment’”—drugs were used sparingly 
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and a kind of psychotherapeutic approach was 
fostered which gave birth to our now highly 
specialized, modern forms of hospital treatment, 
currently labeled milieu therapy. Benjamin 
Rush, on the other hand, took the position that 
mental disorders were diseases of the brain, de- 
scribed the pathology as an “overdetermination 
of blood to the brain”, and hence prescribed such 
physical treatments as purging, emetics, and 
bleeding. 

There was a legend in those days that physi- 
cians carried a little black bottle containing med- 
icines they could use to sedate noisy patients. 
Today we know that this bottle contained 
chloral or bromides, which became popular in 
the late 1800’s. Later, barbiturates were added 
to the list of useful sedatives and by 1930, the 
prolonged sleep treatment and sodium amytal 
interview had been introduced. 

About 1952 clinical studies in France led to 
the discovery of a group of drugs that introduced 
the newest phase of pharmacotherapy in mental 
illness, the tranquilizers. 

The difference between tranquilizers and other 
sedatives is simply that tranquilizers do not 
produce clouding of the sensorium. They act 
principally by reducing internal tensions and 
neuromuscular tonus. Patients who are treated 
with these drugs may continue to hear their 
hallucinations essentially unchanged, but the dis- 
tress produced by them will be markedly reduced. 
Hopefully, the relief afforded by this treatment 
will enable the patient to free himself of the 
vicious cycle of regression, hallucinations, fur- 
ther regression, and so on to gross decompensa- 
tion. Freed of the destructive progression of his 
illness, the patient experiences less anguish, is 
less intent upon carrying out his hostile impulses, 
and can cope better with his inner turmoil and 
perplexity. 

The tranquilizers may be divided into four 
groups as follows: 
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1. Phenothiazine derivatives such as chlor- 

promazine and promazine. 

2. Rauwolfia derivatives such as reserpine and 

deserpidine. 

3. Diphenylmethane derivatives such as ben- 

actyzine and azacyclonol. 

4, Muscle relaxants of mephensin-like action 

such as meprobamate and phenaglycodol. 

The most obvious response to the phenothia- 
zine derivatives is a relaxant effect, varying from 
slight easing of tensions to gross inhibition of 
emotional expression. It is unrelated to the 
underlying nature of the excitement, whether 
schizophrenic, manic, or confusional. The indica- 
tions for the use of these drugs does not depend 
upon the presence of a particular psychiatric 
entity but primarily upon a variety of disturbed 
psychic states such as psychomotor overactivity, 
impulsiveness, aggressive outbursts, and destruc- 
tiveness. These symptoms often are dramatically 
improved and consequently enhance the patient’s 
capacity to reintegrate his thinking processes 
and participate more meaningfully in a thera- 
peutic relationship. 

The second group of tranquilizers, Rauwolfia 
derivatives, are products of the plant, Rauwolfia 
serpentina, indigenous to India and known there 
for centuries as the “insanity herb.” They had 
been used in that country for a variety of dis- 
eases but their increasing popularity in the treat- 
ment of mental disease was first published in 
1943 in the Indian Medical Gazette. Ten years 
later Dr. R. A. Hakim of Ahrnabad, India, 
was awarded a gold medal for his paper on the 
treatment of schizophrenia with a compound 
largely made up of this drug. Shortly there- 
after, a crystalline alkaloid of Rauwolfia was 
studied in this country and results showed it to 
be an effective sedative for use in mental hospi- 
tals. Though the chemical structures of reser- 
pine and chlorpromazine are entirely different, 
their effects are strikingly similar and their clin- 
ical uses are almost identical. 

The study of serotonin metabolism gave rise 
to our third group of tranquilizers and their 
mode of action can best be understood by a 
knowledge of their experimental origins. In 
1952, a series of studies were begun by Woolley 
and Shaw? to discover an antimetabolite of es- 
sential hypertension. Excess quantities of se- 
ro‘onin are believed to be responsible for high 
blood pressures. Hence, an antimetabolite well 
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might serve as a therapeutic antagonist to the 
contracting action of serotonin on smooth mus- 
cles. 

Perhaps it would be worthwhile to refresh our 
memories as to what an antimetabolite is and 
how it functions. All living processes contain a 
number of chemical compounds vital to the ex- 
istence of the organism and these compounds have 
been named essential metabolites. Some ex- 
amples are thiamine, ascorbic acid, thyroxine, 
epinephrine, and serotonin. Each of these metab- 
olites serves as a specific substrate for a special 
metabolic reaction. The substrate must enter 
into combination with an enzyme in order to 
effect a specific reaction and such combinations 
can take place only with compounds that fit each 
other. In the same way that a key must fit a lock 
to open a door, so must a metabolite enter into 
combination with an enzyme to effect a reaction. 

An antimetabolite is a chemical compound 
shaped to resemble the metabolite and capable of 
fitting into its receptor in the same way that 
several keys may fit into a lock. Not all such 
keys will serve to open the lock, however, and 
so an antimetabolite can thrust itself into the 
lock, if you will, of the enzyme and occupy the 
space of the metabolite. Since the antimetabolite 
is ineffective, a vital reaction is blocked from 
taking place. 

Among the antimetabolites of serotonin that 
Woolley and Shaw studied was lysergic acid 
diethylamide, or LSD. This compound is a power- 
ful hallucinogen and is outstanding in its capac- 
ity to produce a psychiatric state in man resem- 
bling schizophrenia. Its hallucinogenic properties 
have since been well documented by many vivid 
descriptions of its effects upon both normal and 
disturbed individuals so that it has become a 
useful tool in eliciting various abnormal psychic 
states for study. 

Because LSD is an antimetabolite of serotonin, 
the theory soon evolved that serotonin was es- 
sential to healthy mental functioning and that 
abnormal levels in the brain would interfere 
with psychic processes. Shortly thereafter, a new 
group of tranquilizers were introduced, for it 
was found that certain diphenylmethane deriva- 
tives could stop or prevent the so-called LSD 
psychosis. Prominent among these diphenylmeth- 
ane derivatives was azacyclonol, though benacty- 
zine and others also have been given extensive 
clinical trials. Their antihallucinogenic proper- 
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ties have not been very effective in most natural- 
ly occurring psychoses and they are now being 


used infrequently for these purposes, 

The fourth and last group of tranquilizers 
was originally studied for their muscle relaxant 
and anticonvulsant properties, but when an 
ataraxic effect was noted during animal studies, 
clinical trials for this aspect of its pharmacologic 
effect were begun. Meprobamate and phenaglyco- 
dol were the most useful in this group and, 
unlike the phenothiazines, did not affect the ac- 
tivity of the autonomic system. Instead, they 
were characterized by pharmacologists as block- 
ers of polysynaptic nerve pathways. 

These pathways are theoretical conceptions 
that have given rise to the following description 
of their function. All of us maintain certain 
degrees of tenseness of muscles in readiness for 
action. Our internal organs have the same sys- 
tem of reflex readiness, an extremely complicated 
and dynamic system of awareness. In the exces- 
sively anxious person, hypersensitivity of neu- 
rones or nerve pathways is maintained as a con- 
sequence of hyperactivity of higher brain cen- 
ters. The end result is that impulses coming into 
the neuronal pool, ordinarily not perceived, in- 
trude themselves upon the patient’s awareness 
in a distressing and irritating fashion. These 
hyperirritable impulses give rise to a multiplicity 
of symptoms commonly seen in the anxious indi- 
vidual and are considered by some to originate 
in overactivity of polysynaptic pathways. The 
blocking of these polysynaptic pathways conse- 
quently is thought to be the site or mode of 
action of the muscle relaxant. 

Further studies investigating the precise ac- 
tion of these mephenesin-like drugs cast some 
doubt upon the degree of their physiological ac- 
tion. Some workers have found them to possess 
negligible quantities of muscle relaxing proper- 
ties. If this is the case, then the clinical improve- 
ments reported with the use of these drugs is 
largely due to the psychological meaning of the 
drug rather than to its pharmacological action. 
The psychological meaning of medications to 
the patient points up the importance of this 
aspect of treatment in developing a therapeutic 
doctor-patient relationship. 

In many respects, the meaning of a drug in 
the mind of a patient is as necessary to under- 
stand as its pharmacological actions and clinical 
indications. When the stresses and strains of life 
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become unbearable, the physician often is sought 
out as one who will listen to problems and coun- 
sel in matters of personal concern. From time 
immemorial, the family doctor has been known 
to be a friendly confidante endowed by the com- 
munity with the role of protector of well being, 
healer of wounds, and comforter in times of 
distress. 

Drugs play an important part in the execu- 
tion of this role for they act as a symbol of the 
doctor’s healing powers and curative attributes. 
The usefulness of these attributes depends upon 
the nature of the meeting between doctor and 
patient. Where these meetings have been con- 
structive, reassuring, and comforting to the pa- 
tient, a drug or drugs prescribed three or four 
times daily can reinforce and symbolize for the 
patient with each dose that security and assur- 
ance which the original meeting provided. 

Such a technique may result in only tempo- 
rary relief and some dependency upon the doctor- 
patient relationship, but many patients do use 
their physicians for this purpose with gratify- 
ing results. In this manner of approach may be 
found all the elements of good medical practice 
—namely, symptoms, such as anxiety and pain; 
signs, such as tremors or a worried look; exami- 
nation, both physical and mental; diagnosis; 
and treatment, recognizing throughout that the 
doctor-patient relationship is an important in- 
gredient in the prescription and will go hand- 
in-hand with making the prescription effective. 

Many problems are not so easily treated and 
represent more deep-seated conflicts such as feel- 
ings of inadequacy, problems with authority, 
and the like. If such be the case, a careful analy- 
sis of their origins and true meaning in the cur- 
rent life of the patient is the most preferable 
and_ satisfactory solution. Such a_ working 
through of emotional conflicts may require pro- 
longed psychotherapy and oftentimes an increase 
of tensions before a suitable solution is found. 

For many patients, however, such a person- 
ality study is not feasible and a less intensive 
course of psychiatric care is preferred. In such 
cases, a supportive role might be assumed by the 
therapist aimed largely at encouraging and reas- 
suring the patient in a friendly and cordial man- 
ner. It is in cases such as these that the tran- 
quilizers find their greatest usefulness. 


A word of caution is appropriate here. The 


Illinois Medical Journal 





en 
oth 
the 
at 

the 
thir 
cha 
fro) 


for | 


healing powers that have been described are not 
all-powerful, tranquilizers do not produce a mag- 
ic cure of emotional illness, and medicine will 
continue to have its therapeutic failures. Even 
though we are growing to recognize the psycho- 
logical import of drug therapy in association 
with the physiological aspects, much study still 
is required to elucidate the effect of one upon 
the other. 

Meanwhile, the following quotation from a 
European psychiatrist of the last century can 
serve quite well to describe the present state of 
affairs: “It is high time that we should cease 
the search for the herb or salt or metal which 
in homeopathic or allopathic doses will cure 
mania, deterioration, delusions, or excitement. 
It will not be found any sooner than one will 
find pills which will make a great artist out of 
an ignorant lout, or a well behaved child out of 
a spoiled one.” 

These words hold true today and declare con- 
vincingly that drug therapy is not a cure-all for 
mental disorders. Drugs cannot repair the malad- 
justments, traumatic experiences, hereditary 
tendencies, or the thousand and one problems of 
life that we and our patients face every day. 
Only as an adjunct to a sound understanding 


The patient’s private life 


There is a high probability that illnesses of 
emotional etiology involve maladjustments with 
other persons at work, at home, or in play. Once 
the patient gets to talking about such situations 
at work, at home, and in recreational activity, 
the physician has a good chance to hear some- 
thing significant; yet many physicians miss this 
chance because they feel they should refrain 
from invading the patient’s private life. For lack 
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of the doctor-patient relationship, whether at the 
supportive level of the general practitioner or 
the more intensive levels of formalized psycho- 
therapy, can the fruits of modern research be 
utilized for an improved pharmacotherapy of 
mental illness and the development of a new and 
truly beneficent psychopharmacology. 
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of a tactful approach to the area of personal 
maladjustments, diagnostically important infor- 
mation often is missed. 

I have just suggested that in the history-tak- 
ing interview, the patient be asked how his trou- 
ble has affected his way of life at home, at work, 
und in recreation, if he does not volunteer such 
Whitehorn, M.D. Inter- 
viewing in Medical Practice. Northwest Med. 
Aug. 1959. 
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Aortic Valve Surgery 


F. Joun Lewis, M.D., AnD Tuomas E. STarzx, M.D., Cuicaco 


FTER successful operations had been done on 

the mitral valve it was logical that attempts 
should be made to treat aortic valve disease sur- 
gically. Though the problems have been greater 
here, some progress has been made. At first, blind 
operations were employed and a few surgeons 
still defend their use. The transventricular ap- 
proach of Bailey’ has been tried by many, and 
though it has been abandoned by its originator, 


others** continue this approach with a modified, 


less traumatic dialator and report a decreased 
mortality rate. The blind transaortic approach 
to the aortic valve, strongly advocated a few years 
ago, and still used by some,® is not widely em- 
ployed today. As the inadequacy of these blind 
operations has become more apparent, and as 
methods for doing open operations have im- 
proved, more surgeons have studied and utilized 
open techniques for the aortic valve. 

We have used an open, direct vision operation 
for over three years and can report that progress 
has been made both in methods that permit open 
surgery in this area and in techniques for alter- 
ing the diseased valve. Certainly, the open ap- 
proach is more rational than a closed operation, 
for — in contrast with blind techniques — it 
permits the surgeon to do a meticulous operation 
on the diseased valve. Success has been gratify- 
ing in selected cases and many more patients 
with this disease will be benefited in the future. 


Methods For Open Surgery on the Aertic Valve 


Hypothermia: The first successful open opera- 
tions on the aortic valve were done with hy- 
pothermia and this may still be the best way to 
do this type of surgery in some patients. With 
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the patient cooled to 28°C.—30°C. by surface 
cooling, or a combination of surface and intra- 
gastric cooling, the chest is opened through a 
transverse or midline incision and the heart ex- 
posed. After occlusion of the caval and pulmo- 
nary inflow, the ascending aorta is occluded just 
proximal to the inominate artery and then opened 
with a longitudinal incision extending down to 
the aortic valve. With this incision a good expo- 
sure of the aortic valve is obtained and the fused 
cusps may be separated accurately with a knife 
or scissors. 

Since our first use of this technique in Decem- 
ber 1955° we have employed it on eight cases. 
There were two operative deaths but the other 
six have shown significant clinical improvement. 
The operation is best for congenital stenosis in 
which there is little or no valve calcification and 
here the results may be dramatic. In acquired 
stenosis the results may be excellent if there is 
only minimal valve calcification. 

The limited time for the open procedure al- 
lowed by hypothermia (8-10 min.) has not 
seemed restrictive. There is not a great deal 
to do if the objective of the operation is simply 
to open the fused commissures accurately. This 
can be performed in a few minutes. Nonetheless, 
the short time is a serious limitation if more 
extensive valve revisions are to be attempted. 
Furthermore, with hypothermia, the heart may 
not pump effectively immediately after circula- 
tion has been restarted. Additional circulatory 
support would be desirable at this time, partic- 
ularly for patients with coronary sclerosis in 
addition to the aortic valve disease. Recently, 
in order to permit more time and add circulatory 
support, we have used a pump-oxygenator plus 
antigrade coronary perfusion in three operations 
for aortic stenosis. 

Pump-Oxygenator: The pump-oxygenator we 
have used is a new type of membrane oxygenator 
which we think has some advantages over other 
machines." During the by-pass the blood has 
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been cooled with a cooling coil to take advantage 
of the reduced metabolic rate provided by hy- 
pothermia. 

The ascending aorta is opened to expose the 
valve and the necessary cusp separation then 
performed. Here, particularly if a longer period 
of inflow occiusion is to be used, some coronary 
perfusion is required. This has been accomplished 
simply by perfusing into the orifice of the left 
coronary artery with a cannula attached to a 
reservoir of heparinized blood hanging 100 cm. 
above the operative field. When the aortic valve 
procedure has been completed the heart is filled 
with blood or saline, the sortic incision is closed, 
and circulation is resumed. With the pump-oxy- 
genator, valuable circulatory support can be 
added during the period just after circulation 
has been restarted. This type of circulatory sup- 
port also could be provided with pumps alone 
and no oxygenator. We have been exploring such 
a system experimentally. 

Pump By-Pass: This method of doing open 
aortic valve surgery without an oxygenator re- 
quires two pumps. One pump by-passes the right 
heart and the other by-passes the left. Blood is 
drained by gravity from the right atrium into a 
reservoir and an automatic pump returns this 
blood to the pulmonary artery. Left atrial blood 
also drains by gravity into a second reservoir 
and the second automatic pump returns this blood 
into a systemic artery. Cannulation is relatively 
easy and with an automatic pumping system 
there is no problem in balancing the right and 
left circulations. This system may prove to be a 
better method for doing open aortic valve sur- 
gery than that provided by the pump-oxygenator. 

It is clear that methods for allowing open sur- 
gery on the aortic valve will change and improve. 
Even now, good workable techniques are avail- 
able and in clinical use. It would seem that the 
problem of what may be done to correct a de- 
formed valve actually is a more challenging one, 
yet progress is being made here also. 


Techniques For Correcting Deformed Valves 


Surgical accomplishment on the aortic valve 
depends greatly upon the pathological anatomy 
of the particular deformity. At present, the only 
consistently satisfactory results are among pa- 
tients with minimal valve calcification. Cases of 
congenital stenosis are of this type and among 
them results of open valve surgery have been 





for October, 1959 











excellent. All that need be done is to divide the 
commissures accurately. Since the valve is flexi- 
ble, accurate opening of the commissures will 
return its function to normal or nearly normal. 

In some cases of acquired stenosis, especially 
among younger adults, the massive calcium de- 
posits that are characteristic of the disease in 
older patients (60 years of age and older) have 
not yet developed. Division of the fused com- 
missures may be effective among these patients 
and lead to an excellent result. The degree of 
success is inversely correlated with the amount 
of calcium present in the valve. 


A formidable surgical problem is presented by 
valves with very heavy calcium, no remaining 
flexibility, and a small amount of regurgitation 
added to the stenosis. We would be inclined at 
present to forego surgery when the situation can 
be satisfactorily identified preoperatively. Spe- 
cial X-ray studies may be helpful in this respect. 
Some surgeons continue to use a blind trans- 
ventricular operation in these cases. Because 
they do not often see the results of their work, 
many fail to realize how little can be accom- 
plished in this type of lesion with simple mechan- 
ical dilatation. Other surgeons are trying to ex- 
cise this calcium and to make some sort of plastic 
reconstruction of the remaining valve. For the 
future, and this is the possibility that continues 
to intrigue cardiac surgeons, it may be possible 
to remove the stenosed valve and replace it with 
an artificial valve. Despite the tremendous 
amount of interest in this possibility, replacing 
a stenotic valve with a satisfactory artificial one 
has not yet become feasible. It is a difficult re- 
gion in which to place a prosthesis and a valve 
placed accurately may not remain exactly in the 
same position and continue to function as it 
was intended to. For the present and immediate 
future the concept of a plastic revision of the 
valve tissue is more attractive than that of put- 
ting in a new valve. This concept of a plastic 
revision also has merit in the surgical treatment 
of aortic insufficiency. 

Aortic Insufficiency: For insufficiency, the 
most attractive new idea is that of removing or 
defunctionalizing the noncoronary cusp to con- 
vert the aortic valve into a bicuspid structure. 
Tn this procedure the circumference at the valve 
is reduced by one-third, thus decreasing the area 
at the valve orifice to approximately four-ninths 
the original area. As only one leaflet is removed 
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Fig. 1 


Orifice area = 4% 
Leaflet area = 1 Leaflet area = 4/3 
Figure 1: Diagrammatic illustration of the rela- 
tive changes in valve and orifice areas produced 
by bicuspidization of the aortic valve. 


Orifice area =1 


or defunctionalized, the area of available valve 
tissue remaining should be two-thirds of the 
original valve, resulting in a gain in the amount 
of valve in relationship to the orifice size (Fig- 
ure 1). Because the ultimate anatomic deficiency 
in many forms of aortic regurgitation is a dis- 
parity between leaflet area and valve orifice area, 
this operation may have considerable applica- 
bility in treating clinical valvular insufficiency. 
The ideal case would be one in which the valve 
ieaflets and the annulus are not heavily calcified. 

The details of aortic bicuspidization are shown 
in Figure 2. A linear incision is made in the 
aorta and extended into the non-coronary sinus 
of Valsalva. Under direct vision, the annulus of 
the nencoronary cusp and a sliver of the adja- 
cent aorta is removed and a bicuspid valve is 
reconstructed. Approximately 10 minutes of open 
cardiac time are required. 

In experimental animals, the procedure is at- 
tended with a low mortality (less than 10 per 
cent). There is no immediate or delayed evidence 
of insufficiency. The relative aortic stenosis pro- 
duced by valve bicuspidization is well tolerated. 
A recent report by Bailey indicates that the prin- 
ciple of aortic valve bicuspidization has been 
tested in the treatment of patients with aortic 
insufficiency with encouraging results.’ 


Importance of Accurate Diagnosis 


Until the surgeon can repair satisfactorily 
almost anything he encounters in the aortic 
valve, accurate diagnosis is essential. Through the 
use of new and complex techniques, considerable 
imprevement has been made in the ability to 
make a precise diagnosis. With combined right 
and left heart catheterization, a sound evaluation 
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Figure 2: Illustration of the technique for bicus- 
pidization of the aortic valve. The upper figure 
shows a cross-sectional view of the placement of 
the first stitch which defunctionalizes the non- 
coronary cusp. The larger figure shows the actual 
appearance of the operative field. 


of the degree of stenosis is possible. Insufficiency 
is more difficult to evaluate but methods for mak- 
ing this diagnosis are much better than they 
were. X-ray studies give the only method for 
distinguishing the amount of calcium present 
and these methods are now fairly reliable. When 
cardiac catheterization and a careful X-ray ex- 
amination are added to the clinical evaluation, 
a sound recommendation to offer or withhold 
surgery can be made. 


SUMMARY 


1. In preference to the blind transventricular 
or transaortic approaches to the aortic valve, we 
favor an open operation that allows the surgeon 
to see the aortic valve. 

2. There are three techniques by which open 
operations can be done on the aortic valve: 
hypothermia, pump-oxygenator, or a pump sYs- 
tem without the oxygenator. 

3. Surgery is effective in relieving congenital 
aortic stenosis and acquired stenosis in which 
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valve calcification is not heavy. At present, sur- 
gery is unsatisfactory for the heavily calcified 
valve. 

4, For aortic insufficiency, the most promis- 
ing new operation is one in which one cusp is 
removed to convert the valve into a bicuspid 
valve. 
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Methamphetamine for epilepsy 


Methamphetamine sulfate and probably other 
amphetamines should be considered as an ad- 
junct in the management of seizure patients 
manifesting nocturnal epileptic attacks. A re- 
port in the literature of one patient with noctur- 
ial seizures controlled with Benzedrine is in ac- 
cordance with our observation. Since our prelim- 
inary work suggested aggravation of diurnal 
seizures by methamphetamine, no attempt was 
made either to give this drug during the day or 
to withdraw the previous medication, except in 
two cases. It was found of advantage to adminis- 
ter the drug just prior to the time the patient 
falls asleep. It has been our experience that pa- 
tients with nocturnal seizures rarely complain of 
any disturbances in the pattern of sleep if the 
drug is administered in this manner. 

The electroencephalographic changes in the 
majority of our patients, characterized by bilat- 
era! paroxysmal patterns, suggest the presence 


fo: Uctober, 1959 


t 


. Brock, R.: Surgical Treatment of Aortic Stenosis, Brit. 
M.J. 1: 1019, 1957. 
4. Glover, R. P., and Gadboys, H. L.: Seven Years’ Experi- 


w 


ence with Transventricular Aortic Commissurotomy, J. 
Thoracic Surg. 36:839-856, 1958. 

. Harken, D. E.; Black, H.; Taylor, W. J.; Thrower, W. 
B.; and Soroff, H. S.: The Surgical Correction of Calcific 
Aortic Stenosis in Adults. Results in the First 100 Con- 
secutive Transaortic Valvuloplasties, J. Thoracic Surg. 36: 
759-776, 1958, 

. Lewis, F. J.; Shumway, N. E.; Niazi, S. A.; and Ben- 
jamin, R. B.: Aortic Valvulotomy Under Direct Vision 
During Hypothermia, J. Thoracic Surg. 32:481-499, 1956. 

. Lewis, F. J., Benvenuto, R.; and Demetrakopoulos, N.: 
A New Pump-Oxygenator Employing Polyethylene Mem- 
branes, Quart. Bull. Northwestern Univ. Med. School. 
32:262-267, 1958. 


wm 


a 


“I 


>>> 


of deep-seated epileptogenic lesions discharging 
to both hemispheres. We were unable, however, 
to distinguish any electrical abnormality pathog- 
nomonie for nocturnal epilepsy. 

The mechanism by which amphetamines are 
effective in treating nocturnal seizures, as well 
as the possible pathophysiologic patterns in- 
volved in nocturnal epilepsy, were discussed ex- 
tensively in our preliminary report. As more re- 
cent studies indicate, the site of action of am- 
phetamines appears to be at the brain stem retic- 
ular activating system. It is possible, therefore, 
that the indirectly induced dissynchronization of 
electrocortical activity by stimulation of the ac- 
tivating reticular system by the amphetamines, 
produces a lighter sleep and consequently main- 
tenance of cortical inhibition over subcortically- 
arising epileptic discharges. John Logothetis, M. 
D. Methamphetamine Sulfate in the Treatment 


of Nocturnal Epileptic Seizures. Minnesota Med. 
March 1959. 
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Varicose Veins 


of the Lower Extremities 


E. A. Scoiuin, M.D., SPRINGFIELD 


British surgeon called the varicose vein the 

Cinderella of vascular surgery, because it 
often is mistreated. This is not difficult to under- 
stand when we consider the basic anatomy and 
physiology involved. The surgical treatment of 
varicose veins of the lower extremities is not a 
simple procedure demanding only superficial 
acquaintance with the problem. Such a belief 
may lead to highly unsatisfactory long range 
therapeutic after effects. As a result the patient, 
surgeon, and referring physician are disap- 
pointed and dissatisfied and complications are 
all too common. With an estimated population 
incidence of 10 per cent (a potential 17 million 
in the United States), this entity deserves our 
attention and careful consideration. 


Anatomy 


As we know, the two major venous circulations 
of the lower extremity consist of: the superficial, 
or greater and lesser saphenous veins and their 
branches; and the second, or deep venous cir- 
culation of the leg. The latter consists of the 
anterior and posterior tibial and peroneal join- 
ing to form the popliteal which leads into the 
superficial femoral and joins with the profunda 
femoris vein to form the common femoral vein. 
Multiple branches figure importantly in subse- 
quent surgical treatment, particularly the super- 
ficial inferior epigastric, the superficial circum- 
flex iliac, the superficial external pudendal, and 
the medial and lateral femoral cutaneous veins 
near and about the area of the saphena femoral 
junction. Less well known is the third venous 
circulation of epi-and sub-fascial channels of 
small and irregular intramuscular, cutaneous, 
and subcutaneous veins. These are most promi- 
nent in the lower leg and about the ankle. Ad- 
ditionally, a fourth circulation is present, con- 
sisting of two sets of communicating or perforat- 
ing veins; first, the direct perforating veins 
connecting the deep and superficial veins of the 
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leg; and the second, small indirect perforating 
veins connecting the small intramuscular veins 
and the numerous venous channels in the skin 
and sub-cutaneous tissues. The latter are variable 
in number and location and rarely are important 
in symptomatology or treatment. The direct con- 
necting veins, on the contrary, are fairly definite 
in number, essentially constant in location, and 
extremely important in pathology and therapy. 
These are most frequent in the distal half of 
the lower extremity, particularly in the regions 
of the calf and about the ankle. Actually, the 
greater and lesser saphenous veins in part repre- 
sent the two largest and most well developed of 
direct perforating veins. Following are diagram- 
matic illustrations of the separate various venous 
systems of the legs and their major and essenti- 
ally constant branches. (See Figures 1, 2, & 3) 
Variations of major branches of the greater and 
lesser saphenous veins are fairly frequent and 
variable as are anastomoses between each of these 
systems, the deep, and the third and fourth 
venous systems as described. 


Basic Physiology 


Effective muscular compression and one way 
efficient intravenous valves are essential for re- 
turn of blood from the extremities to the heart. 
This mechanism works effectively for the deep 
venous circulation of the legs but muscular com- 
pression is not applied directly to the greater 
and lesser saphenous veins. The superficial ven- 
ous circulation of the lower extremities, so im- 
portant in the problem of varicose veins and its 
complications, depends on difference in pressure 
between the deep and the superficial veins of 
the leg when the muscular pump of the leg 
muscles (especially the calf muscle) is function- 
ing. To illustrate; when a person is standing 
erect and motionless, venous pressure in both 
the deep and superficial veins is equal and con- 
stant and represents the pressure of a column 
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Figure 1. S. I. E.: superficial inferior epigastric; 
S. C. I.; superficial circumflex Iliac; S. E. P.: su- 
perficial external pudendal; A. L. Br.: anterior 
lateral branch; G. S. V.: greater saphenous vein; 
P. M. Br.: posterior medical branch; A. B. K. Br: 
anterior below knee branch; P. A. V.: posterior 
arch vein; F. P. V. femoro-popiteal vein, L. S. V.: 
lesser saphenous vein; D. P. V.: direct perforating 
veins. 


of blood of height from the heart to whatever 
leg level is taken. (See Figure +) With exercise, 
the deep veins are subjected to frequent and in- 
termittent pressure increases as a result of mus- 
cular contraction. Blood is directed toward the 
heart as a result of the pressure gradient in the 
leg of normally higher pressure at the foot and 
ankle decreasing proximally. The upward flow 
is stimulated also by the one direction venous 
valves of the deep and perforating leg veins and 
the intrathoracic negative venous pressure on 
ins»iration. Between muscular contractions, a 
Telstive decrease in venous pressure in the deep 
veins occurs, resulting in a pressure level or force 
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that is lower than the venous pressure of the 
superficial veins at that moment. This induces a 
relative emptying of the saphenous venous sys- 
tem by suction-like action. When this mechanism 
fails locally, as with thrombosis of the deep ven- 
ous circulation or incompetence of the valves of 
the direct perforating or saphenous veins, the 
groundwork is laid for varicosities of the sap- 
henous venous systems with all their potential 
complications. The more distal the level of the 
perforator leak, or reverse venous flow, the great- 
er the pressure exerted locally and the more 
rapidly and extensive will be the subsequent 
pathology. 

Numerous factors have been indicated and 
each has merit. Heredity, in regard to structural 
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Figure 2. Superficial and deep venous circulations 
of the leg. (Profunda femoris vein not shown) 
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Figure 3. G. S. V. Greater saphenous vein; D. P. 
V.: deep perforating vein; I. P. V.: indirect per- 
forating vein; L. S. V.: lesser saphenous vein; 
D. V. L.: deep veins of the leg. 


strength of vein walls and efficiency of venous 
valves, must be considered. Local trauma, in- 
creased local pressure by way of tight garters 
or other constrictors, prolonged standing with 
minimal to no motion, and venous obstruction 
as by thrombosis or other similar pathologic en- 
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Figure 4. Venous pressures at various leg levels in 
both the superficial and deep veins while standing 
erect and immobile. 


tities are all factors in initiating etiology or 
aggravating varicose veins. Coupled with a 
knowledge of the basic physiology involved, the 
pathogenesis becomes evident and logical. Sever- 
ity of subsequent pathology will depend not alone 
on the initiating or aggravating factor, but also 
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on the area or level of the leg involved. For ex- 
ample; incompetent valves in the upper portion 
of the greater saphenous vein may cause minimal 
varicosities and only such over a prolonged pe- 
riod of time since the more distal levels of the 
greater saphenous vein will empty fairly ade- 
quately by open competent deep connecting ve- 
nous channels distally. On the other hand, ob- 
struction of the distal deep circulation or worse, 
incompetent connecting vein valves at this level, 
will cause extensive and marked local varicosities 
with severe and rapid associated local complica- 
tions of cutaneous and subcutaneous edema, der- 
matitis, and ulceration. 


Signs and Symptoms 


Overt signs are obvious and consist essentially 
of increased single or multiple local venous dila- 
tations, with or without associated tortuosity of 
the involved veins. Symptomatically, the patient 
may note a sensation of heaviness or cramping 
locally which is worse with prolonged standing 
and better with motion. Exception to the latter 
is in cases having associated complete throm- 
For these 
any asso- 


hosis of the deep venous circulation. 
people, the sense of heaviness, plus 
ciated pain, generally is made worse by prolonged 
walking. Complications add symptoms and _find- 
ings of cutaneous and subcutaneous ulcerations, 
dermatitis, local pain, local edema, phlebitis, 
varix rupture, and occasionally carcinomatous 
iransformation of the ulcerated areas. 


Treatment 


Medical, or so-called conservative treatment 
is entirely palliative and indicated only when 
the patient refuses surgery, is unable to undergo 
surgery, or cannot realize the benefit of surgery. 
The latter unfortunate circumstance exists when- 
ever the deep venous circulation is incompetent, 
as with thrombosis of the deep leg vein. The out- 
look for the latter is not hopeless, however. 
Often recanalization of the thrombosed deep ve- 
nous circulation may occur and its status changes 
sufficiently so that surgery may be done. This 
type of patient should be revaluated every six 
months. 

The Perthe test or its modification—having the 
patient walk with the affected leg supported by 
ACE bandages or an elastic stocking for a half 
hour or more — will identify these patients and 
should be performed on all individuals with 
varicose veins of the lower extremity before sur- 
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Figure 5. Incompetence of the valves of the saphen- 
ous veins and/or the direct perforating veins may 
cause or result in varicosities of the main channels 
(superficial) or branches of the sanhenous veins be- 
fore the latter exhibit overt segmental dilatations. 


gery is undertaken. All important to these 
people are elastic stockings, cleanliness, avoid- 
ance of prolonged standing and constricting 
clothing items, early and vigorous treatment of 
any and all foot and leg infections and infesta- 
tions, and maintenance of warmth plus avoidance 
of temperature extremes. Despite these measures, 
many will suffer progressive disability and ir- 
reversible complications and a few will become 
chronic venous cripples. 

I do not use injection treatment since it is at 
best a six month temporary expedient and is pal- 
liative only. Additionally, it carries a potential 
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hazard of accidental thrombosing of the deep 
circulation by way of connecting veins and makes 
subsequent definitive surgery difficult as a result 
of intravenous and perivenous scarring. 

Surgery is the only cure for varicosities of the 
veins of the lower extremity, assuming operative 
treatment can be employed. Each of the involved 
circulations will be considered separately in the 
following discussion. Where more than one ve- 
nous system is involved, surgery is extended as 
required. 


Greater Saphenous Vein Varicosities 
Total removal of the greater saphenous vein 
from the anterior medical malleolus approxi- 
mately to its junction with the common femoral 
vein by stripping or dissection is essential. All 
intervening venous branches, where encountered 
and feasible, should be divided and ligated. Liga- 
tion of the greater saphenous vein at the saphena 
femoral junction should be flush with the com- 
mon femoral vein. A review of the anatomy of 
the greater saphenous vein is helpful. (See Fig- 
ure 1). Particular attention should be directed 
{o isolating, dividing, and ligating all main con- 
necting veins, where feasible. Venous channels 
proximal to the saphena femoral junction which 
may cause varices about the upper thigh, peri- 
neum, and lower buttock areas. should be treated 
as deep perforator veins — that is, they should 
be divided and ligated. 


Lesser Saphenous Vein Varicosities 
As with the greater saphenous vein, ligation 
and full stripping or dissection of the lesser 
saphenous vein from the posterior lateral mal- 
leolar area to its junction with popliteal vein in 
the popliteal fossa is necessary. Anastomosis be- 
tween the two saphenous veins can and does exist 
by way of perforator veins or superficial veins, 
particularly at the calf and the posterior ankle 
levels. They should be dealt with by ligation and 
division and if these channels are excessively 
prominent, excision by dissection or stripping 
should be done. See Figure 1 for review of the 
anatomy of this vein and its more constant 
branches and perforating venous anastomsis. 


Perforator Leaks 

The small and multiple indirect channels are 
variable and relatively unimportant in respect 
to treatment. The direct communicating veins 
are fewer, more constant, and quite important 
as regards therapy. Knowledge of the anatomy 
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Figure 6. Most frequent levels of surgical interven- 
tion employed in ligation and stripping of the 
greater and lesser saphenous veins. Groin: above 
knee, medial; below knee, medial; popliteal, pos- 
terior; distal calf, medial and posterior; above an- 
kle, medial and lateral. 


involved is indispensable for intelligent surgical 
care of varicose veins of the lower extremity. 
(See Figure 1). 

Lack of familiarity with these venous struc- 
tures may lead to incomplete treatment and un- 
doubtedly accounts for a good proportion of dis- 
appointing therapeutic results. Incompetence of 
a distal perforator vein located superiorly and/or 
posteriorly to the medial malleolus causes marked 
superficial cutaneous varicosities of the medial 
ankle and dorsum of the foot. This syndrome has 
been described by Cockett and Jones as the 
“ankle blowout syndrome’’.* Failure to divide 
and ligate these venous communications where 
such are incompetent will result ultimately in 
local cutaneous and subcutaneous hyperemia, fat 
necrosis, dermatitis, and ulceration. Venography, 
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if needed, is helpful in locating all or the major- 
ity of the important direct communicating ven- 
ous channels.> Adequate surgical treatment of 
incompetent perforator veins requires division 
and ligations of these veins at or below the fas- 
cial plane level. 

Results of complete surgical care and treat- 
ment of varicose veins should be good generally 
and satisfactory result figures as high as 94 per 
cent have been reported in the literature.* 


SUMMARY 


A complete knowledge of and acquaintance 
with the basic anatomy and physiology of the 
veins of the lower extremity are prime requisites 
in achieving satisfactory and efficient surgical 
therapeutic results in the treatment of varicose 
veins of the leg. This basic anatomy and physi- 
ology, etiologic factors, signs and symptoms, and 
a general discussion of surgical treatment of the 
main venous channels involved are covered. 
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Auto exhaust 


Probably the most publicized project in the 
Service’s air pollution research is the study of 
uitomobile exhaust gases which is now being 
initiated at the Robert A. Taft Sanitary Engi- 
neering Center in Cincinnati. For this study, we 
are reproducing solar irradiation effects on di- 
lu'ed automobile exhaust gases and will expose 
both plants and animals to this environment. 
‘This is one of the most comprehensive studies 
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of the automobile exhaust problem that has ever 
been attempted. Since many of the substances 
contained in automobile exhaust gases also may 
be emitted during metal cleaning operations, dry 
cleaning, printing, and the manufacture of plas- 
tic, rubber, and other products, the yield in 
knowledge may be invaluable in controlling in- 
dustrial health hazards. David E. Price, M.D. Is 
Man Becoming Obsolete? Pub. Health Rep. 
Aug. 1959, 
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Optimum Therapy 


in Coronary Heart Disease; 


Combined Medical-Surgical Management 


M. S. Mazer, M.D., Cuicaco 


here are two reasons for adding surgical 

treatment to our present day medical man- 
agement of coronary heart disease: 1. Despite 
an increase in our knowledge and a diversifica- 
tion of our medical techniques—e.g., the use 
of anticoagulants, long acting vasodilators, and 
psychotherapy—mortality and morbidity due to 
this disease continue to rise. At present, coronary 
disease may occur in the young as well as in 
deaths each year in the United States. 2. Since 
the prevention of atherosclerosis, particularly 
coronary artery sclerosis, is still an unsolved 
mystery, it is advisable to use presently available 
methods of therapy that are of proved value, 
whether medical or surgical, to minimize the 
painful or even fatal sequelae of coronary heart 
disease. 


Clinical and Experimental Background 


Diet, hereditary factors, and metabolic and 
hormonal interrelationships all play their respec- 
tive roles in the coronary problem, Coronary 
the old. However, a single etiologic factor still 
has not been identified. Our present knowledge 
can be summarized as follows: The most impor- 
tant factors in atherogenesis are an inherited 
predilection to the development of atherosclerosis 
and a life-long diet that includes more than 40 
per cent of total calories derived from fats, plus 
a reduction in the amount of exercise during 
later life. Most authorities agree that there is 
an elevation of the serum lipid and lipoprotein 
disease is the direct cause of more than 300,000 
levels in patients with clinical evidence of 
arteriosclerosis, Also, these patients tend to have 
an accelerated and prolonged hyperlipemia fol- 
lowing the oral ingestion of fats. They have 
Mast cell counts significantly lower than normal. 
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In patients who are on prolonged 40 to 60 per 
cent fat diets, there is: A. an increase in blood 
coagulability; B. an increase in platelet adhe- 
siveness ; C. an increase in erythrocyte agglutina- 
tion; D. an increase in blood viscosity; and EF. 
a decrease in plasma fibrinolysin. We believe 
that one or all of these factors may be directly 
responsible for the production of acute coronary 
artery occlusion and myocardial infarction in 
many cases. Myocardial infarctions have been 
produced in rats and rabbits, almost at will, 
by maintaining these animals on long term 60 
per cent fat diets.? 


Dietary Factors 

We stress the diet as one of the important 
etiologic factors in coronary disease. This dis- 
ease is uncommon in China, Japan, and other 
countries in which much of the population exists 
on a substandard diet low in fat and cholesterol 
content. However, among native Chinese and 
Japanese whose diets are similar to ours, the 
incidence of coronary disease is much higher. 
Similarly, among Americans of Chinese or Jap- 
anese extraction who eat the standard American 
diet, the incidence of this disease is the same 
as that of the general population. We recom- 
mend that medical management of the coronary 
problem begin in infancy. Children should be 
maintained indefinitely on a relatively low-fat, 
low-cholesterol diet. Parents should be educated 
to the fact that it is unhealthy to keep our 
children fat. This teaching should be carried 
over into adulthood. By education of the general 
public along the lines of dietary control, we have 
an excellent opportunity to practice preventive 


2,3,4,5 


medicine in the control of coronary disease.” 


The Place of Surgery: Limitations 

It is to be emphasized that surgical operation 
is not a substitute for medical management and 
is not a panacea for treating all cases of coronary 
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disease. Rather, it should be added to our present 
medical treatment before irreversible myocardial 
degeneration occurs. If the patient can be given 
the benefits of operation early in the course of 
his disease, and then maintained on the best 
medical regimen, his prognosis for reduction of 
anginal pain, prevention of additional myocardial 
damage, and for longevity will be optimally 
enhanced. The various medical regimens for 
managing patients with coronary heart disease 
are well known and widely applied. It is im- 
portant that a skilled cardiologist supervise the 
medical aspects of treatment. He should be 
familiar with the indications, contraindications, 
and benefits of surgical therapy in the over-all 
program. In order to accept the positive benefits 
of the coronary operation it is necessary to state 
exactly what it cannot be expected to do. Opera- 
tion cannot give the patient a new heart; it can- 
not remove pre-existing myocardial scars; it 
cannot alter the progression of the occlusive 
process in the coronary arteries; and it cannot 
guarantee that the patient eventually will not 
die as a result of his disease. These limitations 
are so obvious as scarcely to require emphasis. 
Yet, only when they are recognized, can the true 
result of the operation be appreciated.” 


Electric Instability of the Heart 


We have accepted and confirmed the results 
of work performed by Beck and his associ- 
ates.5%1° The concept of electric instability of 
the heart points out that the most important 
factor in coronary heart disease is the uniformity 
of distribution of available blood and not the 
total amount of coronary artery inflow. A uni- 
formly perfused and oxygenated heart is elec- 
trically stable, even though the total amount 
of coronary flow and oxygen reaching the myo- 
cardium is reduced markedly. This is demon- 
strated experimentally by making a dog’s heart 
progressively and uniformly cyanotic by clamp- 
ing the endotracheal tube during an open chest 
procedure. In such a ease, the heart stops grad- 
ually in standstill. It does not fibrillate. It is 
electrically stable. The total amount of oxygen 
delivered to a completely cyanotic heart is far 
less than the amount delivered to a heart in 
which a small area of myocardium has been 
rendered cyanotic by ligation of a coronary ar- 
tery. In the second instance, however, the pres- 
ence of well oxygenated, or pink myocardium, in 
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contact with poorly oxygenated, or blue myocar- 
dium, results in a difference in electrical poten- 
tial. Such a heart is electrically unstable and 
frequently will fibrillate. Patients with coronary 
disease often have areas of ischemia within other- 
wise healthy, pink, well oxygenated hearts. In 
certain circumstances, these hearts may develop 
currents of oxygen differential that are strong 
enough to cause ventricular fibrillation and 
death. 


Two Types of Death: Importance of Intercoronaries 


It has long been known that 80 to 90 per cent 
of patients with coronary disease die suddenly. 
These sudden deaths, referred to as mechanism 
deaths, are due to disruption of the normal 
cardiac mechanism, usually by the abrupt onset 
of ventricular fibrillation. Such a break in mech- 
anism may occur with or without the actual 
occlusion of a coronary artery, and with or with- 
out myocardial infarction. At autopsy the ma- 
jority of these hearts are found to have sufficient 
good myocardium to continue functioning under 
slightly altered coronary circulatory conditions.” 
If the importance of currents of oxygen differ- 
ential and mechanism death are appreciated one 
can understand the sudden death of a supposedly 
healthy individual who may have only a minimal 
amount of coronary atherosclerosis. A small area 
of relatively ischemic myocardium may act as 
a trigger and initiate fatal ventricular fibrilla- 
tion. Conversely, a small amount of red blood, 
delivered to such a trigger area through inter- 
coronary channels, can be protective and prevent 
a fatal heart attack. 

“At the crisis of coronary artery occlusion, 
the fate of the patient depends upon the amount 
of red blood available to the myocardium beyond 
the point of occlusion.”’* This axiom is funda- 
mental in the understanding of coronary disease. 
Experimentally, the amount of blood available to 
ischemic myocardium after ligation of a coronary 
artery is measured by determining Mautz-Gregg 
backflow.** Backflow is a measure of effective 
intercoronary anastamoses. There is excellent 
experimental correlation between the amount of 
intercoronary flow and the degree of protection 
of the dog’s heart against fatal ventricular fibril- 
lation or myocardial destruction, following liga- 
tion of a major coronary artery. It is reasonable 
to expect similar protection of the patient’s heart, 
provided coronary artery occlusion takes place 
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some time after the production of intercoronary 
channels by surgical operation. 

The complete occlusion of a major coronary 
artery is the prime stimulus for the production 
of intercoronaries. Such occlusion frequently re- 
sults in the patient’s death and time is not avail- 
able for the development of these channels. Clin- 
ically, if a patient with adequate intercoronaries, 
whether pre-existing or stimulated by surgical 
operation, develops an occlusion of the descend- 
ing coronary artery, a lifesaving transfusion of 
red blood can be delivered into the ischemic 
myocardium via anastomoses with the left cir- 
cumflex and right coronary arteries. A small 
amount of blood, a few cubic centimeters or even 
drops per minute, can be protective in such a 
situation. Cardiopexy plus bilateral internal 
mammary ligation (B.I.M.A.L.) stimulates the 
production of intercoronary anastomoses which 
protect the heart against the frequently disas- 
trous effects of a nonuniform or unbalanced 
coronary distribution of blood. 

The pain of angina pectoris, due to ischemic 
myocardium, can be relieved by the surgical 
production of intercoronaries with resultant uni- 
form distribution of available coronary inflow. 
Relief of anginal pain and improvement in work 
and exercise tolerance can be evaluated objec- 
tively following operation. 

About 10 to 20 per cent of patients with 
coronary disease suffer one myocardial infarc- 
tion after another until eventually there is so 
much destruction of heart muscle the patient 
dies in congestive failure. This type of death is 
known as muscle death. These patients have a 
sufficient number of intercoronaries to prevent 
mechanism death, as the occlusive process in the 
coronary arteries advances. The time interval 
between sudden mechanism death and gradually 
progressive muscle death can mean years of life 
to the patient. Operation offers more benefit and 
protection during the early stages of the disease, 
before the occurrence of irreversible myocardial 
damage. 


Results of Surgical Therapy; Comparison with 
Medical Management Alone 


To analyze the value of our procedure clini- 
cally, we studied every patient with coronary 
heart disease admitted to Edgewater Hospital 
between 1952 and 1957 and who was treated 
with medical therapy alone. The following fig- 
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ures are not true over-all mortality statistics for 
coronary heart disease since more than 50 per 
cent of patients who die due to this disease never 
reach the hospital. 

Of 983 medical admissions, 188 patients died 
before leaving the hospital; 90 more died follow- 
ing discharge. Thus the total mortality rate 
in this medically treated series was 278, or 28 
per cent. This is a survival rate of 72 per cent. 
spread out over the five year follow-up study. 
During the same period of time, a total of 132 
surgical procedures were carried out to com- 
plement medical therapy. These included 95 car- 
diopexies, 18 bilateral internal mammary artery 
ligations (B.I.M.A.L.), and 19 combined proce- 
dures (cardiopexy plus B.I.M.A.L.). Of the total 
number of patients who underwent surgical pro- 
cedures, we have an over-all survival rate of 
114 patients, or 87 per cent, for the same follow- 
up period as the medically treated group. We 
feel this difference in survival is statistically 
significant. 

An interesting observation in our study of 
patients treated only medically was that Di- 
cumarol therapy did not alter the hospital mor- 
tality significantly. However, patients who left 
the hospital and were maintained on long term 
Dicumarol treatment seemed to do somewhat 
hetter than those not treated with anticoagulants. 

As a further comparison, we selected impar- 
tially 78 consecutive medical patients, admitted 
to the hospital during the five year study and 
who had suffered from angina pectoris, or who 
had had one or more myocardial infarctions at 
least six months prior to admission. These were 
cases that would have been considered acceptable 
surgical candidates. They were compared with 
a similar group of patients who underwent sur- 
gery. The results of this comparative analysis 
are seen in Table 1. 

In our follow-up study, we found that most 
of the medically treated patients are still taking 
drugs and are partially or completely disabled. 
Patients who had combined medical and sur- 
gical management are comparatively better off. 
More than 90 per cent of them are well; most 
are working and are free from anginal pain. 

In our experience, B.I.M.A.L. alone should 
be done in patients who are poor surgical risks 
if they suffer from angina and relief cannot be 
obtained with medical measures. If a patient is 
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TABLE 1 


Medically Treated 


Surgically Treated 








(78 cases) 
15 or (20%) 
11 or (16%) 
26 or (33%) 


Died before leaving the hospital .... 
Died after leaving the hospital 

Total Deaths 

Alive 

Difference in survival rate 

Hospital stay (average) 


(78 cases) 

3 or (4%) 

5 or (6%) 

8 or (10%) 
ri) 


10 days 





a good surgical risk, cardiopexy plus B.I.M.A.L. 
should be performed. In our series, B.I.M.A.L. 
has given little protection against death as com- 
pared with cardiopexy, but it has offered con- 
siderable relief of pain in approximately 50 per 
cent of patients suffering from severe anginal 
attacks. 

In our last 96 cases, there has been no sur- 
gical mortality. In the entire series, we have 
had only three surgical deaths which occurred 
early in the work in poor risk patients. There 
have been 10 late deaths in the series of car- 
diopexy procedures and 5 late deaths in the 
B.I.M.A.L. group. 


CONCLUSIONS AND RECOMMENDATIONS 


1. Combined medical-surgical management of 


patients with coronary heart disease gives op- 
timum results in terms of reduction of anginal 
pain, prevention of additional coronary artery 
thromboses and myocardial infarctions, and in- 
creased longevity. 

2. Medical supervision should begin during 
infancy and our children should be maintained 
on a low fat (less than 20 per cent) low cho- 
lesterol diet. This diet should be continued into 
and throughout adult life. 

3. Once clinical coronary heart disease devel- 
ops, our efforts should be directed towards arrest- 
ing the progress of the disease through the use 
of diet, weight control, and proper medication. 
This therapy should be complemented by the 
surgical procedure that is safe, will reduce or 
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eliminate anginal pain, and protect the heart 
and life of the patient. 
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Prognosis in the Cancer Patient 


James W. REAGAN, M.D., CLEVELAND 
9 


eee of the cancer patient requires an 

intimate knowledge of cancer and the effects 
of cancer on the host. A consideration of the 
neoplasm and its effects on the host is of value 
not only in determining the course of the cancer 
hut also in planning therapy. A neoplasm may 
affect the host in many different ways. Depend- 
ing on its location, the lesion may press on a 
vital area in the brain or erode into a hollow vis- 
cus. It also may have constitutional effects. 
Functioning tumors of the anterior pituitary 
gland in children produce gigantism and in the 
adult, acromegaly. At times a malignant tumor 
will produce severe malnutrition combined with 
wnorexia. This is more commonly observed in the 
presence of ulcerated and secondarily infected 
cancers, 

In evaluating the specific effects of the neo- 
plasm it often is desirable to know the natural 
history of the cancer, Their natural histories are 
different. The mean survival time for patients 
with untreated cancer of the breast is about 38 
months; it is only 12 months for patients with 
untreated cancer of the esophagus. In addition, 
the survival time is more variable for tumors 
having a long natural history. 

One of the most useful factors in determining 
the effect of the cancer on the host is the size of 
ihe cancer at time of detection. The smaller can- 
cers are most likely to be circumscribed. Cancers 
of the uterine cervix, less than 1 em. in diameter, 
seldom spread to the lymph nodes. Cancers of 
the breast that are less than 2 em. in diameter 
have a five year survival of 74 per cent while 
cancers greater than 5 em. in diameter have a 
five year survival of only 33 per cent. 

In dealing with cancers that have spread be- 
yond the limits of the primary growth, it is im- 
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portant to determine so far as possible the ex- 
tent of the spread. In cancer of the breast there 
is a 65 per cent five year survival when only the 
lowest level of lymph nodes is involved while 
when the highest level of lymph nodes is in- 
volved the five year survival is only 28 per cent. 
The outlook is much better when the lesion is 
localized ; in fact, the five vear survival is twice 
as good when the cancer has been found in a 
localized state. 

The type of the neoplasm also is important. 
Some malignant tumors such as melanoma, 
glioma, and certain bone tumors have a very 
rapid downhill course. Others, such as the basal 
cell carcinoma are low grade in their malig- 
nancy. We have shown recently that a keratiniz- 
ing cancer of the uterine cervix has a 55 per cent 
five year surviva! while the large cell nonkera- 
tinizing type has an 80 per cent five year surviv- 
al. In contrast, the small cell malignant tumor 
has only a 20 per cent five year survival. Unsus- 
pected cancer of the cervix that is detected 
through the use of cytology usually is of the 
large cell nonkeratinizing type that has a very 
favorable outlook. 

In recent years we have become more and 
more concerned with the host reaction. The 
radiologist has been aware of this for many years 
in the local reaction that develops after irradia- 
tion. A good local reaction after irradiation usu- 
ally means a better outlook for the patient. The 
presence of certain cells in the vaginal pool, 
known as SR cells, conveys a good reaction ac- 
cording to many workers. In our own work, 
when the normal cells of the cervix are increased 
in size after irradiation, the outlook is more fa- 
vorable. Mast cells also may be indicative of a 
host response. These cells are reduced in num- 
bers in benign tumors and are even fewer in ma- 
lignant tumors. They often are observed in large 
numbers at the periphery of malignant tumor, 
suggesting a defense mechanism. Further work 
on the host factors in the human is justified in 
view of current findings. 
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Acute Lesions of the Biliary Tract 


WarrREN H. Cote, M.D., Cuicaco 


CUTE CHOLECYSTITIS: From the etio- 

logic standpoint, acute cholecystitis is re- 
lated primarily to obstruction of the cystic duct. 
The obstruction usually is caused by stone but 
anomalies or inflammatory bands may be respon- 
sible. Cultures are positive in only a little more 
that 50 per cent, indicating that the primary 
cause of the inflammation is chemical; any bac- 
teria found are superimposed in the majority of 
cases on the chemical inflammation. Opinions dif- 
ier as to whether these patients should be treated 
conservatively or by immediate surgery. After 
vears of study of this problem, the author has 
come to the conclusion that one method is about 
as good as the other. If we were able to determine 
exactly which patient should be treated by con- 
servative therapy (followed by cholecystectomy 
later) or by immediate operation, we probably 
would improve our results. At present, results in 
ihe two methods are relatively the same. Person- 
ally, I am willing to advise operation if I see the 
patient within 48 hours of onset of symptoms 
and the diagnosis is certain. In our hospital, only 
a small portion of the cases seem to fall into this 
category, allowing us to operate as an emergen- 
cy. If the patient is being treated conservatively 
he must be watched closely for signs indicating 
perforation, when immediate emergency opera- 
tion may be indicated. These signs include in- 
crease in pain, fever, and muscle spasm. Actually, 
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if these findings are present at the time of admis- 
sion, and do not decrease within 24 to 36 hours, 
this failure in subsidence may be an indication 
for emergency operation. At operation, the sur- 
geon will perform either a cholecystostomy or 
cholecystectomy. If the patient is quite ill and 
the gall bladder embedded deeply in adhesions 
it probably would be safer to perform a cholecys- 
tostomy. 

ACUTE SUPPURATIVE CHOLANGITIS: 
This lesion is caused by obstruction of the com- 
mon duct. Usually stone in the duct is the cause, 
but occasionally, carcinoma of the head of the 
pancreas or of the ampulla of Vater is causa- 
tive. In general, treatment is surgical and not 
primarily medical with antibiotics. However, if 
the patient is extremely ill with chills, fever, and 
a high pulse rate, operation usually is not indi- 
cated at that time because of the high mortality 
rate. Intensive therapy with antibiotics will be 
indicated. If the patient’s condition improves 
but temperature does not subside within two or 
three days, surgery will be indicated to prevent 
serious damage to the liver, including multiple 
abscesses. If the patient is in comparatively good 
condition but has high fever, chemotherapy for 
one or two days may be tried; but if complete 
response is not obtained in a day or two, opera- 
tion should be carried out. Surgery consists of 
removing the stones and draining the common 
duct. Actually, when fever develops because of 
an obstructing stone, chemotherapy rarely will 
cause regression of all manifestations; therefore, 
chemotherapy must not be considered a substi- 
tute for surgery in these cases. 
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CASE REPORTS 








Simultaneous Gastric and 


Duodenal Ulcers 
in a 15 Year Old Boy 


CorNELIUs CoLANGELO, M.D., Cuicaco 


eames ulcer in childhood is infrequent and 
gastric ulcer in childhood is rare; accord- 
ing to Caffey such lesions seldom occur before 
puberty. 

The coexistence of gastric and duodenal ulcer 
is unusual. Buckstein quotes Sturtevant and 
Shapiro who found five gastric ulcers in 159 
cases of ulcer, an incidence of about three per 
cent.! Postmortem records of Alexian Brothers 
Hospital from 1930 to 1957 show three instances 
of combined gastric and duodenal ulcers in a 
total of 296 ulcers (180 gastric; 116 duodenal), 
an incidence of one per cent. 

The finding of a gastric and a duodenal ulcer 
in a 15 year old boy was considered sufficiently 
unusual to report. While playing football, the 
patient completed a tackle in such a way that the 
heel of the ball carrier’s shoe was pressed into 
his abdomen. The patient was shaken up, knocked 
breathless, and experienced mild epigastric pain 
that lasted half an hour. Two days later, about 
half an hour after the evening meal, dull epigas- 
tric pain developed and lasted one-half to one 
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hour. The patient went to bed at his usual hour 
and slept well, with no more abdominal distress. 
The following day he consulted the school physi- 
cian who admitted him to the hospital and re- 
quested barium studies. 

Questioning revealed no history of previous 
indigestion, postprandial fullness, nausea, re- 
gurgitation, emesis, eructation, hematemesis, 
melena, anorexia, constipation, diarrhea, or ab- 
dominal pain except as has been described above. 

Physical examination showed an alert, healthy, 
well developed and well nourished white male of 
15 who was beyond the age of puberty. No 
abnormality was noted. No abdominal tender- 
ness, rigidity, or contusion was noted. 

Two stool examinations on successive days 
showed a positive benzidine reaction. The blood 
count was normal. One urinalysis showed a trace 
of albumin. The barium enema was normal. 

The barium meal showed a typical collar but- 
ton crater one centimeter in diameter projecting 
from the posterior aspect of the lesser curvature 
of the stomach, one centimeter above the incisura 
angularis (Figure 1). A long shallow incisura 
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Figure 1. Arrow points to ulcer along lesser 
curvature of stomach in each of four spot radio- 
grams. 





indented the opposite greater curvature. There 
was no irritability of the stomach and it was not 
tender on palpation. The duodenal cap never 
filled solidly nor well enough for satisfactory 
fluoroscopic demonstration, but one film (Figure 
2) showed a slitlike five millimeter long crater 
near its base surrounded by convergent mucosal 


folds. 


DISCUSSION 

The etiology of gastroduodenal ulcer is un- 
known. The behavior of an ulcer in the vertical 
part of the stomach differs from that of ulcer in 
the antrum and proximal one to two inches of 
the duodenum. A different etiology may be oper- 
ating in ulcers occurring in these two locations. 
The symptomatology of ulcer often is minimal 
or even absent, contrary to common belief. The 
rapidity with which an ulcer may appear (be- 
come symptomatic) and disappear, often con- 
tradicts the conventional description of ulcer. 
This is particularly true of gastric ulcer where 
careful X-ray study may fail to show the ulcer 
only five to 10 days after its initial demonstra- 
tion. Such a rapid course indicates a self-limited 
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Figure 2. Arrows point to gastric and duodenal 
cap ulcers. ; 


disease when the body is able. ta recuperate 
swiftly. In other instances, chronic: ulcer may 
evolve. 

The indications for barium study of the stom- 
ach in the case presented were meager. Actually, 
the referring physician ordered the barium ex- 
amination to exclude disease caused by the tri- 
fling football injury and not because he sus- 
pected disease. Ordinarily, the physician would 
have observed the patient several days or weeks, 
reserving the use of barium studies for use in 
the event symptoms persisted. 

The patient continued asymptomatic and was 
discharged on ulcer management after seven days 
in the hospital. 


SUMMARY 

Gastric and duodenal ulcers can coexist and 

need not produce symptoms. Barium study re- 

vealed a gastric and a duodenal ulcer in a 15 
year old boy who had virtually no symptoms. 
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The Use Of Megimide In The Case*Of 


Barbiturate Intoxication 


Juuius J. Wineserc, M.D., WAUKEGAN 


he treatment of barbiturate intoxication is 

as controversial as is the disposition of the 
proverbially drunken sailor. It is not purported 
to enter into the pros and cons of either the an- 
tianaleptic followers of Nilsson, or their strin- 
gent opposition, but rather to describe results 
from the use of Megimide® in a case of barbi- 
turate intoxication. 

Megimide (ethylmethyl glutarimide) a cen- 
tral stimulant, was first described clinically by 
Shaw in 1954.1 Shulman and Shaw in 1955 re- 
ported on the use of Megimide in 41 cases of 
barbiturate intoxication. They were impressed 
by the rapidity with which a depressed patient 
was returned to what they termed a safe state— 
namely, one in which there was manifested a 
return of tendon and laryngeal reflexes along 
with stimulation of respiration. Megimide has 
the property of reducing sleeping time due to 
barbiturate anesthesia* and reversing the normal 
EEG pattern of deep depression due to barbi- 
turates.° The drug is administered intravenously, 
titrating the patient’s coma and return of re- 
flexes against dosages ranging from 10 to 50 
mg. given at 3 to 5 minute intervals, until the 
safe state is reached. It must be remembered 
that following the attainment of this safe state, 
relapse may occur, when treatment should be 
reinstituted. 

In clinical usage to date, Megimide appears 
to be relatively safe. Boyan used 5.5 gm. on one 
patient without any evidence of toxicity.® Per- 
pinpanayagam has reported an infant of 15 
months who took 21 grains of Tuinal® and was 
returned to consciousness within 24 hours after 
treatment with 425 mg. of Megimide.* 

Early signs of toxicity are vomiting and retch- 
ing, followed by twitching of the fingers, fascicu- 
lation of the jaw muscles, and finally convul- 
sion.? Overdosage may be readily controlled by 
the use of fast acting barbiturates or paralde- 
hyde." 


Department of Pediatrics, St. Therese’s Hospital 
and Victory Memorial Hospital, Waukegan. 
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At 4:15 p.m. on April 23, 1958 a 10 year old, 
90 pound boy was admitted to St. Therese’s 
Hospital, Waukegan, following the ingestion of 
25 grains of Tuinal. Physical examination re- 
vealed a comatose patient with very shallow res- 
pirations at a rate of 16/minute, pulse’ 88%, and 
a blood pressure 90/60. He was unable to be 
aroused, all deep tendon reflexes were absent as 
well as the abdominal and cremasterics, his 
gag reflex was poor, but the pupils responded 
to light. There was some response to deep pain. 
No other abnormalities were apparent. 

Intravenous 5 per cent dextrose in water was 
instituted immediately, and at 5:18 p.m. Megi- 
mide was given through the intravenous tubing, 
10 mg. every three minutes, this dosage being 
increased to 20 mg. when no reaction was noted. 
During this period his respirations became 
markedly stimulated and at 5:45 p.m. he opened 
his eyes, responded to verbal stimuli, and ap- 
peared alert — a total of 125 mg. of Megimide 
having been given. At 6:15 p.m. his reflexes re- 
turned, and no further treatment was necessary. 
He slept for the rest of the night but was easily 
aroused, and in the morning he appeared normal 
except for nausea and vomiting. 

Obviously, analeptics are no substitute for 
supportive therapy in cases of barbiturate in- 
toxication; however should it be felt that it is 
desirable to shorten the duration of coma, and 
to return the patient to a reflexic state as soon 
as possible, Megimide would appear to be the 
drug of choice. 
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Moderator: 

Rosert J. FREEARK, M.D. 
Director of Surgical Education 
Cook County Hospital 


Discussants: 

Haro_tp LaurMaAn, M.D. 

Associate Professor of Surgery, Northwest- 
ern University Medical School and Attend- 
ing Surgeon, Passavant Memorial Hospital 


Joun B. O’DonocuuE, M.D. 

Professor of Surgery, Stritch School of Med- 
icine of Loyola University and Attending 
Surgeon, Cook County Hospital 


Dr, Robert J. Freeark: As the average age of 
the population increases, there is a simultaneous 
increase in the medical and surgical problems of 
ithe older age group. Notable among such condi- 
tions are diverticulosis and diverticulitis of the 
colon. While these lesions seldom are encountered 
hefore the age of 40, their occurrence and com- 
plications appear to multiply with every advanc- 
ing decade. 

These disorders were encountered infrequently 
by the surgeon in the past. The modern surgeon 
must not only give due consideration to the con- 
dition in the evaluation of acute abdominal pain 
but he also is plagued by a host of complications 
that are diagnostically baffling and technically 
exacting, 

To know diverticulitis and its complications, 
and to be able to deal with it effectively in the 
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Diverticulitis 


Department of Surgery 
Cook County Hospital 


operating room, are accomplishments not easily 
attained. Our discussants today have this dis- 
tinction. Dr. Harold Laufman knows diverticuli- 
tis in theory, in the laboratory, and at the oper- 
ating table. His contributions to the world litera- 
ture, his active participation in the experimental 
surgical department at Northwestern University 
Medical School, and his wide experience in clini- 
cal surgery assure us of a learned discussion. 
Dr. John B. O’Donoghue is equally qualified. A 
devoted and faithful member of the staff of Cook 
County Hospital since 1925, he has served as 
attending surgeon, secretary of the surgical and 
executive staffs, and in countless other capacities 
over many years. His youthful appearance belies 
a long and extensive surgical experience with 
the vagaries of this disease. We welcome his as- 
sessment of our surgical efforts in two recently 
encountered patients with diverticulitis. 

Case 1. 

Dr. Brown Brooks (surgical resident): This 
43 year old obese white male entered Cook Coun- 
ty Hospital on January 16, 1959, with a 48 hour 
history of abdominal pain, vomiting, and fever. 
Pain had begun gradually in the epigastrium 
and, in the 24 hours prior to admission, had 
shifted to both lower quadrants. Vomiting had 
occurred on two occasions; it was scant and 
blood-free in character. The last bowel movement 
had been somewhat loose and had occurred short- 
ly before admission. His past history was nega- 
tive for previous gastrointestinal disorders, con- 











stipation, or abdominal pain. No symptoms of 
pre-existing or coexisting illnesses were elicited. 

Physical examination revealed a well nourished 
man who appeared to be in moderate distress. 
His temperature was 101° F. rectally ; pulse rate. 
104 per minute; and blood pressure 160/100 mm. 
Hg. The significant findings were limited to the 
abdomen, which was flat in contour with gen- 
eralized tenderness most marked in both lower 
quadrants. There was questionable rebound ten- 
derness, minimal muscle..guarding, and hypoac- 
tive bowel sounds. Tenderness was elicited on 
rectal examination, chiefly in the midline high 
above the prostate. The stool was positive + + 
io benzidine, 

Laboratory studies revealed a hematocrit of 
13 per cent, and WBC of 15,000 with 75 per 
cent neutrophils. Urinalysis was negative. Four 
roentgenograms of the chest and abdomen dis- 
closed only a minimal increase in intestinal gas, 
without specific pattern. 

Twelve hours after admission, the physical 
findings in this cave seemed more prominent and 
the patient was taken to surgery with a preopera- 
tive diagnosis of acute appendicitis. On explora- 
tion through a right paramedian incision, seg- 
mental inflammation of the sigmoid colon was 
identified in an area studded with diverticula. 

Dr. Freeark: The patient was taken to surgery 
with a diagnosis of acute appendicitis. Some 
question must have existed in the mind of the 
surgeon, however, because the usual McBurney 
incision was omitted in favor of a right para- 
median. At the time of laparotomy, the findings 
were those of acute sigmoidal diverticulitis. There 
was no evidence of colonic obstruction, abscess, 
fistula, or free perforation. Had the pathology 
heen appreciated before surgery, laparotomy 
would have been avoided and the inflammation 
probably would have subsided on conservative 
treatment. We will not tell you what we did be- 
cause we would like to know how you would 
have handled this problem. 

Dr. Harold Laufman: We need not be ashamed 
of making a diagnosis of acute appendicitis in a 
case like this, and it was good judgment to use a 
paramedian incision. Too often a McBurney inci- 
sion is made and then all you can do is reach 
heneath the abdominal wall, feel something, and 
know little of what is going on. With the sigmoid 
colon not infrequently coming over to the right 
side, and the appendix occasionally being present 
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TABLE 1 
Indications for Surgery in Diverticulitis 








Abscess 

Perforation or permeation 
Obstruction 

Bleeding 

Recurrent disabling symptoms 
Inability to exclude carcinoma 





on the left, you cannot always make a differen- 
tial diagnosis between appendicitis and diver- 
ticulitis. 

When you consider the pathology of diver- 
ticulitis, it is actually acute appendicitis of an 
appendage of the sigmoid. It behaves differently 
only because there are multiple appendages. The 
common denominator of both disorders is stasis. 
Impaction of fecal matter within the lumen of 
these saccular outpouchings of the colon is like 
a fecalith in an appendix. Eventually, inflamma- 
tion ensues and an all too familiar chain of 
events begins. 

The situation that confronts the surgeon in 
the case presented is neither rare nor easily re- 
solved. The question of management leads us to 
consider the role of surgery in this disease. Let 
me first review the indications for surgery in 
diverticulitis. -Perhaps we might best dispense 
with its well behaved twin—diverticulosis—by 
saying that this is rarely a medical and never 
a surgical problem. 

Table 1 lists the indications for surgery in 
diverticulitis, the majority of which are self- 
explanatory. Little disagreement exists as to the 
need for surgical intervention, when they occur. 
Many would add to this list the development of 
symptoms at an early age where the probability 
of continued and increasing difficulty is statis- 
tically overwhelming. This indication, while con- 
troversial, is perhaps applicable to the case in 
question. 

Suppose surgical indications do exist, what 
procedures might be utilized? Table 2 is an at- 
tempt to list the operative procedures on the 
hasis of whether palliation is intended or perma- 
nent cure is desired. Colostomy is a mainstay in 
the management of the complications of diver- 
ticulitis. Promptly and properly performed. it 
guarantees resolution of the inflammatory proc- 
ess by the simple expedient of diverting the fecal 
stream away from the inflamed segment of colon. 
Concomitant drainage of the inflamed area is 
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TABLE 2 
Operative Procedures 





Table 3 
Criteria for Primary Resection and Anastomosis 








Palliative procedures 
Colostomy 
Colostomy with drainage 
Exploratory laparotomy 
Curative procedures: 
1—stage resection of the colon 
2—stage primary resection with colostomy and sub- 
sequent colostomy closure 
3—stage colostomy with subsequent resection and 
colostomy closure later 





indicated when a collection of pus exists or is 
likely to develop. 

When the sigmoid colon is the seat of diver- 
ticulitis, as it is in almost 85 per cent of the 
cases, colostomy is best carried out in the right 
upper quadrant and the right portion of the 
iransverse colon exteriorized. 

Exploratory laparotomy, as utilized in this 
case, is indicated where doubt exists as to the 
cause of the patient’s complaints or findings. 

You will notice the absence of cecostomy in 
this list of palliative procedures. It has no place 
in the treatment of diverticulitis because it fails 
to sidetrack the fecal stream. 

Curative surgery in diverticulitis consists of 
removal of the inflamed segment of colon. This 
is ideally accomplished, at a time of election, on 
bowel that has been prepared both mechanically 
and with intestinal antibiotics. Preferably, any 
acute inflammation should have subsided before 
definitive surgery is undertaken. The anastomo- 
sis of inflamed bowel remains hazardous, regard- 
less of the mechanical and antibiotic preparation. 

As already stated, colostomy assures resolution 
of the inflammatory reaction. It also protects the 
suture line from the stresses of the fecal stream 
and overdistention. Consequently, curative sur- 
gery may be preceded or accompanied by colos- 
tomy that is closed at a later stage when the 
integrity of the anastomosis is well established. 
Hence, curative surgery may necessitate one, two, 
or three separate operations before a successful 
outcome can be assured. 

Let us now consider the 43 year old man who 
confronts us this morning, in his first attack of 
diverticulitis. Other than his relatively young 
age, he may not need curative surgery at the 
stage of the disease he is in. Yet if nothing is 
done at the time of laparotomy, can we be sure 
he will not go on to obstruction, perforation, or 
even abscess formation for which some surgical 
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1. Patient in good condition 

2. Uncomplicated diverticulitis with no bleeding 
3. Flexible distal segment 

4. Absence of excessive proximal dilatation 

5. No evidence of fistula 

6. Good preparation of the colon 





procedure will be required? Should we anticipate 
these difficulties, perform a transverse colostomy, 
«nd commit the patient to subsequent resection 
and colostomy closure? Should we commit him 
to three operations when medicai management 
alone might provide a cure? Or should we deal 
boldly with the man’s problem and attempt to 
eradicate it now in a single operation, and free 
him of this condition and its complications once 
and for all. Such a one-stage resection seems 
unwise and unduly hazardous. The criteria for a 
one-stage resection are not fulfilled by this case 
(Table 3). His good general condition and lack 
of a major complication are countermanded by 
the omission of bowel preparation and the un- 
doubted presence of acute inflammation in the 
bowel adjacent to the site of major disease. 

In this patient, with what sounds like a 
phlegmon of the sigmoid area, I believe you have 
a choice between colostomy, simple drainage of 
the inflamed area, or closing the abdomen and 
relying upon medical management and antibiotics 
to control the present attack. Only the findings 
at surgery can dictate which of these courses of 
action to follow. I believe that simple closure of 
the abdomen would be my preference in this 
man. It goes without saying that if you elect to 
ever to close that colostomy without resecting the 
diseased bowel first. I would hesitate to commit 
this patient to that sequence of surgery without 
a better preoperative evaluation of the extent 
and severity of his disease. 

Dr. Freeark: Dr. Laufman has correctly an- 
ticipated the pathology. The patient had a phleg- 
monous inflammation of a well localized area of 
sigmoid colon that was adherent to the posterior 
abdominal wall and, with the abdomen open, was 
readily palpated as an inflammatory mass. Dr. 
O’Donoghue, how would you have handled this 
case at the time of exploratory laparotomy ? 

Dr. John B. O’Donoghue: I think Dr. Lauf- 
man has evaluated this case logically and sug- 
gested what is the established method of treat- 
ment. I would agree with everything he has said. 
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I think this is a situation that we face frequent- 
ly. Diverticulitis simulates appendicitis except 
that it is on the wrong side. I heartily endorse 
his reluctance to perform primary resection. I 
have lived through the era of early resection of 
the colon and it is difficult to forget many of the 
unfortunate results. We did not easily learn the 
lessons Dr. Laufman has discussed, but we now 
know that it takes a weak man to go ahead and 
a strong man to recognize that such a colon is 
not prepared for resection and that the surgeon’s 
hand is not forced to do an early operation. Only 
by undertaking resection in a properly prepared 
colon can this surgery be accompanied with a 
low mortality rate. 

Dr, Freeark: The temptation to perform co- 
lostomy in this case was a real one. If inflamma- 
tion failed to subside, or if some other compli- 
cation developed, we would sorely regret not hav- 
ing done colostomy. Can we be sure he will get 
well without it? Does not this severe attack, ad- 
mittedly the first, make definitive surgery at a 
later date mandatory in this age group? 

Dr. Laufman: I expect this patient will get 
well from the present attack without colostomy, 
but at the age of 43 and with the acute permea- 
tion, thickened wall, and palpable mass that you 
have described, undoubtedly he will have further 
trouble. If there were any evidence of colonic 
distention or generalized peritoneal irritation I 
would perform a colostomy. If not, the abdomen 
should have been closed and the patient prepared 
for definitive surgery at a later date. 

Dr, Freeark: That is what was done. The ab- 
domen was closed with the thought that we 
would go back in if the situation warranted it. 
The patient was placed on nasogastric suction, 
broad spectrum antibiotics, and intravenous 
fluids. The abdominal findings subsided over 
the next few days without evidence of obstruc- 
tion or progression of the inflammatory process. 
Four weeks after surgery a barium enema study 
was made (Figure 1) which showed a surprising 
degree of involvement in view of the absence of 
a history of previous episodes. Would this one 
attack and the present X-ray picture be indica- 
tions for definitive surgery at the age of 43? 

Dr. Laufman: Definitely yes. 

Dr, O'Donoghue: Yes, with a picture like that, 
surgery should be done. 

Dr. Laufman: That X-ray picture does not 
tell you whether carcinoma is present. The radi- 
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Figure 1 


ologist often distinguishes between diverticulitis 
and carcinoma of the colon but it is extremely 
difficult to make this distinction. The conditions 
may coexist or may mimic each other in a re- 
markable fashion. If you have a disruption of 
the mucosal pattern you must consider carci- 
noma, but this also may occur in diverticulitis 
with the development of a granuloma. Therefore, 
a patient of 43 with these X-ray findings should 
be prepared for elective surgery on a planned 
basis. The lesion should be removed and sub- 
mitted to the pathologist for immediate exami- 
nation so that the surgeon knows how to pro- 
ceed from that point. Surgery resolves the ques- 
tion of the presence of carcinoma. More impor- 
tant, it rids the patient of a portion of diseased 
bowel that almost certainly will lead to recur- 
rence of permeation, perforation, fistula, or ob- 
struction in the next 20 years this man can be 
expected to live. Diverticulitis almost certainly 
will lead to one of these complications in time, 
no matter what nonsurgical measures are under- 
taken. 

Dr. Freeark: We have observed a number of 
patients in whom — at the time of laparotomy 
— it is difficult to distinguish between carci- 
noma and diverticulitis. What is your approach 
at the time of surgery? Can you distinguish the 
two on gross inspection of the colon? 

Dr. Laufman: This is a not infrequent prob- 
lem. Both conditions may exist as a mass in oF 
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about the sigmoid with enlargement of the mes- 
enteric lymph nodes. Both conditions may per- 
forate and present with all of the characteristics 
of inflammation. If you are not sure, you do a 
limited resection, submit the specimen to the 
pathologist, and await his tissue diagnosis after 
he opens the specimen and examines it grossly. 
If carcinoma is present, further resection along 
the lines of established cancer surgery is man- 
datory. 

Question: How long do you spend in prepar- 
ing a patient for the surgery of diverticulitis? 

Dr. Laufman: I am not interested in how long 
but how well. Preparation of the noninflamed 
and nonobstructed bowel is a simple matter of 
cleansing enemas, laxatives, and nonabsorbable 
intestinal antibiotics. Ordinarily, I think 16 
hours of preparation with neomycin is satisfac- 
tory. Neomycin should be given the day preced- 
ing surgery, beginning at 1 p.m. After an initial 
dose of 1 gm. every hour for four doses, I give 
one gm. every four hours with the last dose at 
4 am., if surgery is scheduled for 8 a.m. Or- 
dinarily, this program is satisfactory. But if 
there is marked narrowing of the bowel with 
dilatation above, I provide more preparation by 
utilizing two antibiotics and a longer time in- 
terval. I do not believe in prolonged neomycin 
therapy because of the possibility that resistant 
bacteria may develop. Therefore, where compli- 
cations exist, I would proceed with a nonabsorb- 
able sulfa preparation for five days prior to sur- 
gery and then neomycin preparation during the 
16 hours immediately before surgery. 

Dr, Freeark: In your experience, how long is 
required for subsidence of the inflammatory 
process in the colon? Is this not greatly acceler- 
ated by a proximal diverting colostomy ? 


Dr, Laufman: Colostomy unquestionably has- 
iens resolution of the inflammatory process. The 
decision as to when a colon is no longer inflamed 
and is ready for surgery depends upon the clin- 
ical course in the individual patient. I think 
in your patient I would give him weeks to sub- 
side and not embark upon curative surgery at 
too early a date. He should remain hospitalized 
until all signs of inflammation are absent, and 
at a later date he should be prepared leisurely 
lor surgery. As to the time of definitive surgery, 
if you are unhappy with the condition of the 
proximal and distal bowel you are anastomising, 
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you can perform a colostomy proximal to the 
anastomosis and protect your suture line. This 
two-stage procedure is a valuable solution when 
surgical intervention has been carried out pre- 
maturely. 

Dr. William T. Meszaros (Director, Diagnos- 
tic Radiology) : I think in the vast majority of 
cases radiographic examination will distinguish 
between carcinoma and diverticulitis. Where this 
is not possible, the radiologist will say that he 
cannot rule out the possibility of carcinoma. 
However, if the radiologic examination is per- 
formed with care, the conditions usually can be 
diagnosed accurately. 


Case 2. 

Dr, Richard Grossman (surgical resident) : 
This 67 year old white male entered Cook Coun- 
ty Hospital for the first time in February of this 
vear with the chief complaints of fever, chills, 
low back pain, and the passage of air while uri- 
nating. The past history, supplemented by a 
review of the patient’s records at an outside hos- 
pital, revealed a similar episode in 1953 for 
which he had undergone right transverse colos- 
tomy, resulting in prompt relief of symptoms. 
Colostomy closure was carried out in 1956. One 
month after closure his complaints returned, 
necessitating reinstitution of fecal diversion by 
means of a second transverse colostomy. Again 
in 1957 an attempted colostomy closure was 
made, but when pneumaturia recurred the pa- 
tient was referred to the Cook County Hospital. 

Physical examination and laboratory studies 
confirmed the presence of a severe urinary tract 
infection. There were no gastrointestinal com- 
plaints or significant abdominal findings. Bari- 
um enema failed to demonstrate a communica- 
tion of the sigmoid with the bladder but it did 
confirm the presence of numerous diverticula 
throughout the colon. In the area of the mid- 
sigmoid, a long irregular segment of constric- 
tion was noted. 

Dr. Freeark: This man is still awaiting de- 
finitive surgery. He underwent a third transverse 
colostomy shortly after admission. We think he 
is a classic example of the difficulties that occur 
in a patient with diverticulitis when the urinary 
tract becomes involved. Renal function remains 
satisfactory. However, the pyuria was resistant 
to therapy, in spite of performance of a diverting 
colostomy. 

Dr. O'Donoghue: I am going to turn this into 
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a double play. I will touch second and toss the 
ball to Dr. Laufman. His experience and writ- 
ings on the problem of fistula to the urinary 
bladder make him particularly qualified to dis- 
cuss this complication. 

I would like for a moment, however, to go 
hack to the basic mechanics of this peculiar dis- 
order of the colon. I think of diverticulosis of 
the colon when I watch a band go playing down 
the street and note the state of the trombone 
player’s cheeks. The peculiar outpouchings of 
ihe mucous membrane of the colon almost cer- 
tainly result from a similar increase in the in- 
traluminal pressures. That many years are re- 
quired for this blowout is attested to by its in- 
frequency before the age of 40. Its occurrence in 
the left colon or hind gut is readily appreciated 
because the solid nature of the stool in that area 
yrovides mild prolonged colonic obstruction. 
Constipation is more often a forerunner than a 
complication of diverticulitis. These diverticula 
oceur in the transverse colon and occasionally on 
the right in the ascending colon. Here their pic- 
ture is more bizarre and unpredictable. 

There is an additional factor in the prepon- 
derance of diverticula in the sigmoid region and 
this deals with the blood supply to the large 
bowel. The sigmoid colon is well endowed with 
vessels that penetrate the muscular layer to enter 
a submucosal plexus. It is just at this weak spot 
in the muscular wall of the bowel through which 
the mucosa hermates so that on the left side in 
the area of the sigmoid we have a sluggish, lazy 
piece of bowel with a dry and formed stool and 
numerous blood vessel perforations to favor the 
development of diverticula. We might envision 
a Polish sausage that is secured at both ends and 
squeezed firmly in the middle. The casing which 
contains the meat stretches up to a point and 
then something has to give and it blows out. 
Similarly, the gut will stretch up to a point and 
if there is an area of spasm or constriction and 
peristalsis is determined to overcome this ob- 
struction, herniation or perforation are logical 
consequences. The resultant diverticulum is com- 
posed of mucous membrane covered only by 
serosa and usually it is in close proximity to a 
penetrating artery or vein, 

This is a disease that has no one character- 
istic pattern. There is no die made for it. A 
person may have a number of diverticula scat- 
tered throughout the entire colon, or they may 
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be concentrated in a small three or four inch 
segment. The mouth of each diverticulum may 
be wide, with free flow of fecal matter in and 
out; or it may be narrow, with consequent stasis 
and impaction. 

I want to remind you that the degree and kind 
of pathology present in the complications of di- 
verticulitis are extremely varied. Much depends 
upon the size of the diverticulum, the bacteria! 
flora within its lumen, and the resistance of the 
patient to mild infection. The adjacent vessels 
may undergo arteritis or phlebitis, and infection 
may be carried to the liver- by the inflamed veins 
or ,.lymphatics. 

The course of a given attack of diverticulitis 
is made up of countless variables beyond the pre- 
dictions of even the most astute clinician. In- 
volvement of the sigmoidal loop is extremely 
variable. The first segment of this loop goes to 
the left, the next to the right, and the last be- 
hind the bladder. When perforation occurs in 
the first loop, abscess may result. When it occurs 
lower down, localized abscess or generalized peri- 
tonitis may ensue. Down in the pelvis, the de- 
velopment of a fistulous communication between 
the bladder and the sigmoid is an understand- 
able consequence. 

Besides their. acknowledged place as a source 
of disease, these diverticula may plague the sur- 
geon in other ways. I have seen three cases of 
acute peritonitis with free air in the abdomen 
and a shocklike picture suggestive of perforated 
peptic ulcer. On exploration I encountered an 
abdomen filled with feces, with an obstructing 
carcinoma of the left colon that blew out a diver- 
ticulum of the proximal transverse colon. Such 
i free perforation of a diverticulum is different 
from the rupture of one in the sigmoid where 
the presence of numerous other diverticula is 
more likely to produce a protective wall against 
the expansion of the inflammatory process. 

It has been said that 10 per cent of the popu- 
lation has diverticulosis and I would suspect that 
in people over 60 the figure is much higher. Dr. 
Meszaros has said that X-ray diagnosis can be 
made, and I would agree that in most cases care- 
ful roentgen study is indicated and can be relied 
upon. Barium enema usually is all that is re- 
quired. Air contrast study is a good procedure 
for the diagnosis of polyps but can be dangerous 
when numerous diverticula are present. 

Our experience with neglected diverticulitis 
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is not a happy one and leaves little doubt of the 
need for early, well planned, and well executed 
surgery. 

Let us once again turn to Dr. Laufman for 
some advice on the problem of fistula formation. 


Dr. Laufman: In this case you could hardly 
usk for a more graphic illustration of the teach- 
ing that once diverticulitis necessitates colost- 
omy, that colostomy cannot be closed until the 
diseased segment of colon is removed. You can- 
not heal a fistula from the sigmoid to the uri- 
nary bladder permanently by diverting the fecal 
stream. You may get inflammation out and calm 
the area down and you may have difficulty in 
demonstrating the fistulous tract by either the 
colonic or vesical route. But I do not think the 
tract will close up and stay closed when that 
fecal stream returns. The surgeons who cared for 
ihis patient prior to his admission here erred 
in their attempts to re-establish intestinal con- 
tinuity. You must do definitive surgery. You 
must resect the diseased bowel and the fistula 
and then re-establish continuity to the rectal 
stump. There are a few cases reported of bladder 
involvement by diverticulitis in which abdom- 
inoperineal resection was required but in most 
instances you should be able to re-establish con- 
tinuity and preserve the sphincter mechanism. 


This case is not, therefore, an example of 
recurrent diverticulitis or recurrence of one of 
its complications. Recurrence of diverticulitis 
after a direct surgical attack upon the diseased 
colon is unusual but it occurs. If we keep in 
mind certain principles of surgery in dealing 
with this disease, recurrence in any form should 
hecome virtually nonexistent. The causes of re- 
currence following surgical excision in diver- 
ticulitis are chiefly inadequate resection of the 
howel and the recurrence of anastomotic stric- 
tures, 

How much bowel to remove in a case of diver- 
liculitis is not easily answered. Diverticulosis 
may involve the entire colon, and it is at times 
difficult to find a portion of bowel free of diver- 
ticula that may be preserved for anastomosis. 
Experience has shown, however, that it is neither 
necessary nor desirable to remove all of the diver- 
ticula laden bowel. If you resect a 10 to 12 inch 
segment of colon, and include in that specimen 
all the diverticula that give evidence of inflam- 
matory reaction, the patient will be cured. Di- 
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Table 4 
Causes of Anastomotic Strictures 








1. Anastomosis of inflamed bowel 

2. Closed anastomotic techniques 

3. Use of two layers of continuous sutures 
4. Leakage of the suture line 

5. Prolonged dysfunction of the left colon 





verticula that remain in situ seldom give symp- 
toms, possibly because the resultant straighten- 
ing of the sigmoidal curvature discourages stasis 
in the remaining colon. 

Table 4 lists the causes of anastomotic stric- 
tures in diverticulitis. Many of them apply to 
intestinal anastomoses in general, while others 
are peculiar to diverticulitis. The selection of 
noninflamed bowel for anastomosis deserves 
mention. If you discover that the area selected 
for anastomosis is not soft and you are reluctant 
to go back and mobilize more bowel, you must 
remind yourself of the importance of this prin- 
ciple. 

Closed anastomotic techniques cause more re- 
currences than anything else. Do such anasto- 
moses open? With the closed technique you may 
catch the lip of a diverticulum on the opposite 
wall or throw a suture through a diverticulum. 
You must see where each needle puncture goes 
and I strongly urge an open anastomosis. 

Two continuous layers of sutures causes stric- 
tures because of the purse string effect they 
create. Leakage of the suture line should not 
occur under good conditions of surgical tech- 
nique and preoperative preparation. 

Prolonged dysfunction of the left colon is a 
question of timing. If you do a three-stage opera- 
lion, the third stage of colostomy closure should 
not be done too soon nor too late. Premature 
closure subjects the suture line to stresses for 
which it may not be prepared. Delayed closure 
leads to stenosis by virtue of the loss of dilating 
action of the fecal stream. In most instances, 
the colostomy should be closed two to four weeks 
after the second stage of resection. 

I am reluctant to close this discussion without 
a word about the problem of carcinoma. If you 
are unable to differentiate by clinical or radi- 
clogie techniques between carcinoma and diver- 
ticulitis, you must explore the patient. Certain 
symptoms and findings weigh heavily in favor 
of one diagnosis or the other. Repetitive bleeding 
may occur in diverticulitis but usually carcinoma 
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is responsible. The occasional problem of massive 
lower gastrointestinal hemorrhage occurs from 
relatively asymptomatic diverticula. Obstruction 
does not occur in diverticulitis as often as with 
carcinoma. The failure of such medical measures 
as bland diet, antispasmodics, and intestinal 
antibiotics to relieve symptoms suggests carci- 
noma, as does continuing symptoms after a prox- 
imal colostomy. 

Question: If cecal diverticulitis presents as an 
acute appendicitis how do you handle it? 

Dr. O’ Donoghue: The cecum has been the site 
of a solitary diverticulum that may be quite 
large. It may become obstructed and give a story 
like appendicitis and it should be handled just 
like appendicitis or Meckel’s diverticulitis. If it 
is asymptomatic, and is encountered at the time 
of exploration, just as with Meckel’s diverticulum 
it should be removed, if the patient’s condition 
permits. 

Dr. Laufman: Cecal diverticulitis is a differ- 
ent disease. It is congenital, on the right side of 


the colon, and affects a younger age group 
Sigmoidal diverticulitis probably is acquired and 
occurs in an older age group. 

Dr. Freeark: Do you gentlemen recommend 
operative intervention if a cecal diverticulum is 
identified on routine barium study and the pa- 
tient is asymptomatic ? 

Dr. Laufman: If the diverticulum is asymp- 
tomatic it should simply be watched. If the pa- 
tient has right lower quadrant symptoms do not 
wait for it to explode. Go in and remove it. 

In conclusion—and this is perhaps best placed 
at the end of our discussion—there is the ques- 
tion of terminology. You should know that one 
diverticulum is a diverticulum ; two or more are 
diverticula and not diverticulae or diverticuli. 
This has created such a dilemma that in some 
quarters the accepted terminology for more than 
one diverticulum is diverticulums and this may 
become official. 

Dr. Freeark: Obviously, diverticulitis is a dif- 
ficult disease. 
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EDITORIALS 





Interns, residents, and 
licensure requirements 


An editorial in the Chicago Tribune of August 
8 poses a query as to why Illinois “has retained 
an unusually small proportion of its medical stu- 
dents as practioners within the state.” It quotes 
a University of Illinois study which concluded 
that most of the difficulty is at the point of train- 
ing interns and residents. The editorial says, 
“Hospitals, especially in downstate Illinois, need 
to exert themselves to increase and make more 
attractive their internships and residencies.” 

One of the deterrents to applicants for intern- 
ships and residencies in the state has been the 
interpretation of the licensure law by the State 
Board. The law requires a “satisfactory intern- 
ship.” The Board requires a rotating one. This 
last is a holdover from two situations, neither 
of which exists any longer. Formerly, the Board 
maintained quite properly that since they were 
responsible to the public for certifying that an 
M.1). could practice both medicine and surgery, 
he should be exposed to these and other specialties 
during his internship. Second, during World War 
II the armed services were in need of physicians 
who could fill multiple holes. The modern clini- 
cal clerkship and the end of the war have nulli- 
fied these points. +a 


Before World War II the law was interpreted « 


as eing permissive of the substitution of a 
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straight for a rotating internship. A return to 
this policy would result in an increase in the 
number and quality of applicants for internships 
and residencies. Undergraduate medical students 
who know which specialty they want frequently 
do not apply for internships within the state be- 
cause they regard the rotation as a partially 
wasted year. Well trained men with straight in- 
ternships elsewhere cannot now apply here be- 
cause residents have to obtain licences. 

Emmet B. Bay, M.D. 

< > 


They don’t outgrow it 


Every patient with strabismus has diplopia 
and, to overcome double vision, he learns to sup- 
press the image from one eye. If the child does 
this habitually, in the same eye, he will develop 
poor vision, or amblyopia in that eye. According 
to various investigators, from one to two per cent 
of the inductees in World War II suffered from 
amblyopia. In many cases, neglected strabismus 
was responsible; the parents believed the devia- 
tion would be outgrown. These defects are not 
outgrown without paying a penalty in terms of 
binocular inefficiency. With modern treatment 
of strabismus, amblyopia need not happen. 

Binocular co-ordination does not become ef- 
fective before the age of 6 months in many chil- 
dren. Any strabismus after this: age, whether 
constant or intermittent, must be considered ab- 
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normal and worthy of further investigation. Im- 
mediate treatment may simplify later care. Re- 
call too, that the first indication of a retinoblast- 
oma and central choriorerinitis may be the pres- 
ence of strabismus. 

To prevent or overcome amblyopia, it is neces- 
sary to force use of the suppressing eye. This is 
accomplished by occlusion of the normally fixing 
eye. This is done by placing a patch over the 
fixing eye or through the instillation of a cyclo- 
plegic drug in that eye. When a patch is used, 
it is effective only if worn all day during the 
child’s waking hours. Occlusion therapy is most 
effective in the preschool child and the sooner 
it is started, the shorter the courses required. 

Amblyopia is common in intermittent as well 
as in constant deviations, and is found in eso- 
tropia, exotropia, and hypertropia. So long as 
amblyopia is present, efficient binocular vision 
cannot be attained, even though the eyes are 
straightened with glasses or surgery. 

About one-third of all patients with esotropia 
may be straightened by correcting their refrac- 
tive error with glasses. The use of a strong 
cycloplegic drug, such as atropine sulfate, is re- 
quired in refracting the patient with strabismus. 
When glasses correct a deviation, surgery is con- 
traindicated because invariably it results in an 
outward deviation of the eyes when the child 
reaches puberty. 

With modern anesthesia, the tendency has 
been toward earlier surgery. About two-thirds 
of the children with esotropia and most of those 
with hypertropia and exotropia require surgery. 
The general feeling is that surgery should be 
performed before the child starts school. When 
strabismus has been present since birth, and is 
not corrected with glasses, surgery at about age 
3 is advised. 

Orthoptics, or visual training, is a valuable 
adjunct to strabismus therapy. Visual training 
is not designed to straighten a child’s eyes but 
to teach him to use his eyes together more effec- 
tively, once straightening has been accomplished 
tnrough glasses or surgery. 


Eugene R. Folk, M.D. 


< > 


Two kinds of gratitude: The sudden kind we 
feel for what we take; the larger kind we feel 


for what we give. E. A. Robinson 
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Joint Commission on 
Accreditation of Hospitals 


The Joint Commission on Accreditation of 
Hospitals began full operation on January 1, 
1953. It has been praised as a voluntary effort 
to improve patient care in hospitals and pilloried 
as a bureaucratic medical Pentagon. Both its 
complimenters and critics agree on one thing- 
the program is becoming increasingly important 
day by day. 

Mindful of its distinguished heritage in the 
hospital standardization program of the Ameri- 
can College of Surgeons, the Commission has be- 
come the tool of its four member organizations 
in their common purpose: the improvement of 
patient care in hospitals. It is a service organiza- 
tion whose aim is to conduct an accreditation pro- 
gram that will encourage physicians and hospi- 
tals to apply voluntarily certain basic principles 
of organization for efficient care of the patient 
and to promote a high quality of medical and 
hospital care in all its aspects, to give patients 
‘he greatest benefits that medical science has 
to offer. 

Though the function of the Commission per- 
tains to hospitals, patient care is primarily the 
responsibility of physicians. Rightfully, the con- 
trol of the governing board of the Commission is 
in the hands of physicians, and all surveyors for 
the Commission must be licensed physicians. 

The Standards for Hospital Accreditation are 
not laws to govern people but principles to guide 
conduct. Effective application of basic principles 
—not fulfillment of minimum rules—is essential 
for the accreditation of a hospital. The stand- 
ards are only initial guide lines by which each 
hospital works voluntarily toward constant prog- 
ress and improvement of patient care. These are 
minimal and every hospital should try not only 
to meet but to exceed them. No one actually has 
criticised the principles on which the Standards 
for Hospital Accreditation are based. However, 
the interpretation, implementation, and meth- 
odology used in carrying out the standards has 
aroused controversy at times. Most of this criti- 
cism is healthy and indicates an interest and 
concern for the success of this voluntary co- 
operative effort. 

No one is more aware than the Board of Com- 
missioners and the staff that the quality of hos- 
pital patient care cannot be measured in numeri- 
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cal scores. Quality depends upon too many in- 
tangibles such as sincerity, integrity, motivation, 
tender loving care, dedication, and the art of 
medicine, to be measured quantitatively. What 
the Commission looks for are the elements in 
organization, personnel, and professional com- 
petence that are the potentials for good quality. 

Hospitals that have failed to become accredited 
all had the same common faults. Leaving out 
brick and mortar aspects like poor sanitation 
and fire hazards, these deficiencies were as fol- 
lows: 
. Lack of adequate medical staff organization. 

2. Inadequate or no review of the clinical 

work, 

3. Lack of proper supervision and control of 

clinical practice. 

. Inadequate medical records. 

It is obvious that if the first is lacking, the 
others also will be inadequate. Many studies on 
different aspects of quality care in hospitals have 
borne out the fact that the well organized, well 
supervised, well controlled hospital is less liable 
to lawsuits, has better public relations in the 
community, and has a better reputation than 
those not so organized. To physicians, the hospi- 
tal, and the community at large, accreditation 
has meant that all can feel that here is an insti- 
tution that is maintaining and exceeding known 
approved standards; the work performed by all 
at the hospital is under constant scrutiny for 
improvement of quality care; and only the best 
is good enough for the patient. 

Physicians should be proud of the Joint Com- 
mission on Accreditation of Hospitals. Here is 
what the Honorable Waldo Monteith, Minister 
of National Health and Welfare for Canada, 
said: “The program’s achievements are impor- 
{ant. But no way less important is the way it has 
heen carried out. This has not been something 
imposed from above by government or any other 
authority. Hospital accreditation has been a 
spontaneous effort on the part of the medical 
profession and hospitals to put their own houses 
in order—to set their own ideals of service and 
eflicieney and to translate these into practice. 
They have been their own conscience and watch- 
dog. They have asked for no financial assistance 
from any quarter. Theirs has been an exercise in 
self-discipline that could well commend itself to 
professional groups everywhere.” 

Kenneth B. Babcock, M.D. 
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Dr. Harold M. Camp honored 
on 50th year as physician 


Dr. Harold M. Camp of Monmouth, Secre- 
tary-Treasurer of the Illinois State Medical Soci- 
ety, was honored by the Warren County Medical 
Society and the Monmouth Medical Club, Sep- 
tember 24. The occasion was the observance of 
Dr. Camp’s 50 years as a physician and of serv-: 
ice to the medical profession and to the residents 
of his community. 

Physicians, patients, and other personal 
friends gathered in Grier Hall, Monmouth Col- 
lege, for a dinner, Due homage was paid to Dr. 
Camp by several speakers. 

The program was arranged by Dr. Charles P. 
Blair of Monmouth, president of the Warren 
County Medical Society. 

Dr. Camp, following his graduation from 
Northwestern University Medical School in 1909, 
entered the practice of medicine in Monmouth, 
and for many years was a busy physician and 
surgeon. Gradually his interest turned to organ- 
ized medicine. In 1924, he was elected secretary 
of the Illinois State Medical Society, an office 
he still holds. : 

He served as Councilor from 1922 to 1924. He 
was selected editor of the Illinois Medical Jour- 
nal in 1941, a position he also still holds. During 
World War II, he served as state chairman for 
Procurement and Assignment Service for Physi- 
cians under the War Manpower Commission. In 
June of 1958, he received a Merit Award from 
Northwestern University “in recognition of 
worthy achievement which has reflected credit 
upon Northwestern University and each of her 
alumni.” 

Dr. Camp is a member of the Monmouth Medi- 
cal Club, the Warren County Medical Society, 
the Illinois State Medical Society, the AMA, 
and the World Medical Association. He is an 
honorary member of the Fifty Year Club of the 
Texas Medical Association. 


< > 


Let’s go metric 


There is no country in the world like these 
United States where we have so many systems 
of weights and measures. We use the metric 
avoirdupois, troy, apothecary, and various splin- 
ter systems. Most medical writers report weights 
in pounds and grams; and lengths in feet and 
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meters. The material submitted to your editors 
is no exception. 

The U. 8S. and other English speaking coun- 
tries are at a disadvantage when dealing with the 
rest of the world. Advocates of the metric system 
point to the disadvantage in competing with the 
Soviet Union which uses the metric system. Sci- 
entists, accountants, and engineers are well aware 
of the difficulties of a multiple system. 

France was the first to adopt the metric sys- 
tem. It is easier to handle because it eliminates 
fractions. Many of our top scientific organiza- 
tions are backing the change. Eli Lilly and Com- 
pany began a complete conversion to the metric 
system in 1955 and spent four years converting 
2,500 manufacturing formulas. Machines and 
instruments were recalibrated and 10,000 em- 
ployees taught to think in metric terms. 

The majority of physicians use the metric sys- 
tem in writing prescriptions. It is time our gov- 
ernment takes a more positive attitude and adopts 
a single system that eliminates chaos and will 
save time and money. 


< > 
Mail order cytology 


The Wisconsin State Laboratory of Hygiene 
at Madison has conducted a mail order cytologic 
screening program for uterine cancer over the 
past 10 years. Specimens were submitted by 
private physicians throughout rural Wisconsin. 
Upon request, a kit is sent by mail, containing 
the necessary materials with which to obtain, 
package, and return the specimens to the labora- 
tory for examination. 

Dr. William D. Stovall and Dr. Paul Calabre- 
si’ analyzed data on 65,163 cytologic specimens 
that had been examined at the Laboratory be- 
tween 1947 and 1956. Malignancy was present 
in 805 cases, of which 750 were detected by 
cytologic examination. The remaining 55 cases 
were false negatives. The cytologic test was 96.4 
per cent accurate in detecting invasive cervical 
cancers, 94.7 per cent of in situ cervical cancers, 
92.9 per cent of adenocarcinomas of the cervix, 
end 85.4 per cent of adenocarcinomas of the 
hody of the uterus. Approximately 75 per cent 
of cytologically confirmed cases were not clini- 
cally detectable. 


11958 Highlights of Progress in Research on Cancer. U. S. 
Health, Education, and Welfare, Public 


Department of 
National Institutes of Health, Bethesda. 


Health Service, 
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It is reasonable to assume that many Wiscon- 
sin women owe their lives to this plan that is 
made to order for the rural physician. - 


< > 


Editorials from other journals 


Our ambulances 


Ambulances are designed and operated for the 
assistance of the sick and injured, not for caus- 
ing disability. They are intended to save lives, 
not to destroy them. There has come about a 
tradition that ambulances are to get the patient 
to the hospital in the shortest possible time, at 
breakneck speed, no matter what the cost. The 
driver is motivated by the motto that speed is 
vital. But speed often is fatal and we can no 
longer put up with this popular delusion. 

This thinking goes on in spite of the fact that 
physicians agree that there are few if any cases 
in their experience in which a few minutes more 
time spent in getting to the hospital would have 
made any difference in the patient’s outcome. 

Now we Pennsylvanians have a chance to get 
something done about this. The Allegheny Coun- 
ty Medical Society was instrumental in having a 
bill introduced into our State Legislature that 
can solve the problem, at least in part. Senator 
Sarraf (Allegheny County) has introduced a 
bill (S. 808), that was suggested by the Ameri- 
can College of Surgeons. It would regulate the 
operation and equipment of ambulances. It pro- 
vides for the inspection of these important vehi- 
cles by the Department of Health. It also re- 
auires that operators of ambulances abide by our 
speed laws. 

The bill has been referred to the Committee 
on Highways. .We feel that physicians generally 
will favor its passage as beneficial to their pa- 
tients and less likely to create new ones. Edito- 
rial. Pennsylvania M. J. Aug. 1959. 


< > 


Council meeting minutes 


The regular August meeting of the Council 
was held at the Hotel Sherman, Sunday, August 
23, 1959, with the following present: O’ Neill, 
Hesseltine, Hamm, Camp, Redmond, Adams, 
Portes, Piszezek, Blair, Endres, Reisch, DuPuy, 
Goodyear, Montgomery, Fullerton, Klein, Old- 
field, Cross, Hopkins, Compton, Hamilton, 
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Dailey, Limarzi, Bennett, Scatliff, Neal, Oblin- 
ger, Mirt, and Frances Zimmer. 

The minutes of the July 26, 1959 meeting of 
the Council were approved as mailed. 


Reports of Officers 
Dr. O’Neill reported as president. Because he 
had been in the hospital most of the time since 
the last Council meeting, his activities have been 
curtailed. He thanked the Council and the in- 
dividual members for the cards and letters he 
recéived. He had been able to attend the meeting 
of the Committee on Aging with representatives 
of Blue Cross-Blue Shield, and also the meetings 
held on Saturday, August 22, just prior to the 
Council meeting. Dr. Hesseltine reported that 
he had attended the meeting of Dr. Cannady’s 
committee with representatives of Blue Shield 
Plans in Illinois, the chairman of the Committee 
on Medical Service and Public Relations, and 
the officers of the State Medical Society. An in- 
vitation has been received from the Michigan 
State Medical Society to be their guest at their 
annual meeting September 27-October 2. It will 
be a pleasure to attend in the company of Dr. 
0’ Neill as president. 


State medical blank 

Dr. Camp reported that he had received a note 
from Dr. Reichert that he would be unable to at- 
tend the Council meeting, but would request that 
ihe following report be presented : 

On July 2, 1959 a letter was sent to Drs. 
Reichert and W. L. Crawford asking that these 
two physicians review and comment to the Coun- 
cil on a medical blank used by the Illinois De- 
partment of Public Instruction for Placement 
of Edueable and Trainable Mentally Handi- 
capped Children in the public schools of Tllinois. 

This was done at the request of Mr. Ray 
Graham, Director of Education for Exceptional 
Children. The supply of these blanks was about 
exhausted; the Division for Education for Ex- 
ceptional Children was about to re-order them 
with very slight changes. One of these is the 
statement in the opening paragraph of the 
hlank: This form has been approved for this 
purpose by the Tllinois State Medical Society 
and its Committee on Child Health. 

\fter reviewing the form, Dr. Reichert did 
not feel that he could recommend its approval by 
the Council. He suggested that he and Dr. Craw- 
ford meet with Mr. Graham for a discussion. 
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The meeting was arranged for August 13, 1959, 
in the Chicago office of the ISMS at 9:30 a.m. 
That morning Dr. Crawford notified the men 
that he would be unable to attend. Dr. Reichert 
met with Mr. Graham and a member of his staff. 
It was agreed that the form was overly long, con- 
tained a number of words no longer scientifically 
accurate, and was redundant in some areas and 
incomplete in others. It was decided that the 
form should be reorganized and condensed, that 
lay terms be eliminated in favor of medical 
terms, and that additions be made in line with 
recent developments in diagnosis. Mr. Graham’s 
staff and consultants will do this and submit the 
new form to the Council for approval. At that 
time, the question of an appropriate fee for fill- 
ing out the form will be considered. 

No Council action was necessary, as the report 
was one of progress. 


Chairman of the Council 

Dr. Montgomery stated that he would like 
Council action on two recommendations : 

(1) That all committee chairmen who have 
reports which are long, have them written up 
and sent to the secretary’s office at least 10 days 
before the Council meeting so that they can be 
mimeographed and mailed to all Council mem- 
bers with the secretary’s report; then, at the 
Council meeting, only a digest of the report need 
he presented. 

(2) That all chairmen of committees be asked 
to keep attendance records of all meetings and 
report to the Council prior to the annual meet- 
ing so that the Chairman of the Council will 
have this information on hand when committee 
members are appointed for the next fiscal year. 
Members who do not attend should not be re- 
appointed. 

MOTION (Portes-Endres) that these two 
suggestions be approved, and committee chair- 
men so notified. Motion carried. 


M. S. & P. R. 

Dr. Hopkins reported as chairman of the 
Committee on Medical Service and Public Re- 
lations. The committee met Saturday and dis- 
cussed several important subjects. The legisla- 
tive program undertaken by any state society 
should never be in the form of a crash program ; 
sustained effort at all times results in better 
liaison, better understanding, and better co-op- 
eration. A year around program is not a simple 
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task, and to assist in the development of a sus- 
taining interest, we have Mr. Oblinger, Mr. 
Scott, and Mr. Neal. The work in Cook County 
is extremely difficult to organize and maintain. 
The CMS has a legislative committee headed by 
Dr. Breed, and he is anxious to co-operate and to 
develop an outstanding program. 

In connection with legislature, there was a 
ineeting in Denver attended by representatives 
of the insurance industry, Blue Cross and Blue 
Shield, Union labor, etc. This was a regional 
meeting, and similar sessions are being held all 
over the country. The care of the aged is one of 
the subjects up for consideration at all these 
ineetings. The executive director of the Na- 
tional Chamber of Commerce spoke of the’ im- 
portance of this problem at the local level. It is 
suggested that the state officers of the Illinois 
Chamber of Commerce be invited to the Spring- 
field meeting on September 27. The ISMS holds 
membership in the State Chamber, and we 
should learn to include this group in our plan- 
ning. Members are good representatives of in- 
dustry and local activity. 

The committee discussed the questionnaire to 
be sent out to the membership relative to the 
individual physician’s reaction to a service plan 
for the over 65 group. It is the recommendation 
of the committee that the committee, working 
with the Committee on Aging, be authorized to 
hire some individual or firm to develop the ques- 
tionnaire. Polling of the membership is a man- 
date from the House of Delegates and the work 
should be under way. 

MOTION: (Piszezek-Portes) that the com- 
mittee be authorized to hire some individual or 
firm to develop the questionnaire. Motion car- 
ried. 

The committee considered the resolution from 
Adams County relative to high school academic 
scholarship achievement awards. It was the opin- 
ion of the committee that this was a matter for 
each county medical society to decide and con- 
sider individually, and therefore the committee 
had no recommendation to make relative to the 
resolution. 

MOTION: (Piszczek-Portes) that the report 
be accepted. Motion carried. 

MOTION: (Portes-Goodyear) that the Coun- 
cil give a rising vote of thanks to Dr. Percy E. 
Hopkins for his services as chairman of the 
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Committee on Medical Service and Public Re- 
lations. 


IPAC 
Dr. Compton reported as chairman of the 
Advisory Committee to the IPAC. A routine 
meeting was held Saturday. The sub-committee 
on anesthesia voted to recommend to the Com- 
mission that they change their method of pay- 
ment for anesthesia. This does not constitute a 
request for an inérease in fees, but a request that 
all anesthesia be ‘paid for on a time basis: $10.00 
for the first half hour, and $5.00 for each ad- 
ditional half-hour, with a maximum authoriza- 
tion of $25.00. Any additional charges should be 
submitted to the State Advisory Committee for 
consideration. 


Aging 

Dr. Cannady reported as chairman of the 
Committee on Aging. Plans for the conference 
to be sponsored by the committee and the Secre- 
taries’ Conference group (September 27, Spring- 
field) are proceeding satisfactorily. All speakers 
mentioned on the tentative program have ac- 
cepted. All subjects on the program are con- 
sidered essential. The purpose of the conference 
is to stimulate interest and to encourage the de- 
velopment of county society programs. 

Guests being invited include the two United 
States Senators; Representatives Noah Mason 
and Thomas O’Brien; State Senator Broyles, 
the chairman of the Governor’s Commission on 
Aging; the president, executive secretary, and 
representatives from the Illinois Joint Council 
to Improve the Health Care of the Aged ; repre- 
sentatives from the Hospital Association, the 
Illinois Nursing Home Association, the Tlinois 
Dental Society, and from the office of the Coun- 
cil on Medical Service of the AMA. At the 
suggestion of the Council the committee will 
include representatives of the Chamber of Com- 
merce also. 

The Council delegated the chairman of the 
Committee on Aging to talk with representatives 
of Blue Cross and Blue Shield Plans in Illinois 
about the immediate possibility of sales of poli- 
cies to the over 65 group. On August 20, the 
committee representative was joined at a lunch- 
eon meeting by officers of the ISMS and repre- 
sentatives of the two Blue Cross-Blue Shield 
Plans in Illinois. Illinois Medical Service acted 
as the host to the group. The two plans were 
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represented by their executive directors and the 
physicians serving on their Boards of Directors. 

All present recognized the fact that effective 
measures must be taken to provide adequate 
medical care to those 65 or over. The Rockford 
group has a Blue Shield indemnity plan pending 
ihe approval of the State Department of Insur- 
ance. All phases of the problem were discussed. 
We were assured by the representatives of the 
Blue Shield programs that if a program were 
developed, it would be available to all 65 and 
over regardless of income, except the chronically 
ill. _It was suggested by the group that physicians 
in Illinois be asked to accept as payment in full, 
the benefits stated in the plan (probably based 
en present standard plans) for those with pre- 
scribed income and asset limits, but the indem- 
nity program would apply to those with incomes 
and asset limits above the minimum stated in 
the proposed program. 

We were assured that Blue Cross would de- 
velop a program to accompany the Blue Shield 
program for older people. However, we were in- 
formed that the Blue Cross program would 
probably not provide a reduced cost program due 
to the difficulty in reducing hospital costs. 

It was recognized by the entire group that 
Blue Shield plans for the aged in Illinois must 
be uniform. It was suggested that the two IIli- 
nois Blue Shield plans be requested to prepare 
a uniform program to be submitted to the physi- 
cians in this state. The Committee on Aging 
recommends that the Council of the Illinois 
State Medical Society request the two Blue 
Shield plans in Illinois prepare a uniform policy 
for people 65 and over, to be submitted to the 
physicians, and that this plan be available for 
the conference on September 27. Such plan 
should state definite fees for prescribed services. 
The physicians in Illinois could then be polled 
by the Committee on Medical Service and Public 
Relations regarding their willingness to partic- 
ipate in this special plan by accepting the bene- 
fits provided as payment in full for people with 
specified maximum income and asset value, but 
that the indemnity plan would apply to those 
with incomes and asset values above the stated 
maximum amounts. 

MOTION: (Endres-DuPuy) that the Coun- 
cil coneur in the recommendations as presented 
in Dr. Cannady’s report. Motion carried. 

Or. Montgomery stressed the importance of 
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the September 27 meeting in Springfield. All 
county medical society officers should be notified 
again; all should be told that anyone desiring to 
attend will be welcome. 


Nutrition 

Dr. Dailey reported as chairman of the Com- 
mittee on Nutrition. The meeting which is co- 
sponsored by the committee will be held this 
year in Macomb, Illinois, at the Western Illinois 
University. The program is an outstanding one 
and Eugene Wittenborn, of the Department of 
Public Health, has been most helpful. The So- 
ciety will be represented officially by Dr. O’Neill 
as president, and all physicians able to attend 
will be welcome. There will be some expense in- 
volved for speakers which the committee desires 
to have approved. 

MOTION: (DuPuy-Goodyear) that the Coun- 
cil authorize the customary committee expense 
and participation in this meeting. Motion car- 
ried. 

Ad Hoc Committee 

The report of the Ad Hoe Committee to 
review the Edlund report was presented by 
Dr. Hamilton as chairman, and approved as 
amended. 

Discussion of various lines of communication 
followed. The calling of a district meeting by 
the Councilor following meetings of the Council 
can be developed into a fine means of communi- 
cation and can be one way in which the Councilor 
can keep the physicians in his district informed 
of society activity. The difference between a 
meeting and a caucus should be kept in mind. 
The political caucus might arise in a district 
only about once every three years, but should 
not be handled in the same manner as an in- 
formative meeting which is a part of the respon- 
sibility of a Councilor. 

The president has the power to request that 
the first and second vice president relieve him 
of some of the responsibilities of presiding at the 
meetings of the House. The importance of out- 
lining the powers and duties of any additional 
society officers should be kept in mind when any 
such change is contemplated. 

MOTION: (Fullerton-Piszezek) that the re- 
port of the Ad Hoe Committee be mimeographed 
and mailed with the Edlund report. Motion 
carried. This to go to all delegates and alter- 
nates for the 1959 meeting. 





MOTION: (DuPuy-Portes) that the Ad Hoc 
Committee be dismissed and thanked for the re- 
port submitted. Motion carried. 


Sept. 27 meeting 

Montgomery stated that he hoped that all 
members of the Committee on Medical Service 
and Public Relations, the Advisory Committee 
to the IPAC, and the Committee on Aging 
would be in attendance at the Springfield meet- 
ing on September 27. The Council will have 
called a meeting, at the time of the conference, 
at the Leland Hotel. 

Dr. Limarzi reported as chairman of the Com- 
mittee on Postgraduate Medical Education and 
Scientific Service. Letters have been sent out 
dealing with postgraduate meetings in the vari- 
vus councilor districts. Also a letter has been 
sent to the secretaries of the county societies 
asking about speakers for their scientific meet- 
ings. Enclosed with the letter was a new sup- 
plementary list of speakers and their subjects. 
There will be a meeting of the committee on 
August 27, to which the new members will be 
invited. The committee has been asked to ar- 
range a program for the Southern Illinois Medi- 
cal Association and also for the Englewood 
Branch of the CMS. The radio programs over 
WJJD are going well. Dr. R. E. Lee and Dr. 
Coye C. Mason will present programs in the near 
future. Five have been held to date. The first 
Postgraduate Conference will be held at Cham- 
paign on September 10 under the auspices of 
Stritch School of Medicine — Dr. George 
O’Brien. Lincoln will have a meeting on the 
third Thursday in March, 1960. 

MOTION: (Fullerton-Piszezek) that the re- 
port be accepted. Motion carried. 


Industrial Health 

Dr. Bennett reported as chairman of the Com- 
mittee on Industrial Health. The June 4 meet- 
ing was well attended. Men from Philadelphia, 
New York, Los Angeles, and elsewhere were 
present and some 70 members of the panels on 
impartial testimony were at the dinner to hear 
these various presentations. Another dinner for 
the remainder of the panel members will be held 
this fall. 

Physicians and judges don’t know too much 
about the importance of impartial medical testi- 
mony, and the committee has developed a hand- 
book from many sources to assist the two groups. 
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The committee recommends that a handbook be 
made up for panel members dealing with what 
can and cannot be done; the committee also 
recommends that a handbook be prepared for the 
judges letting them know how these panels will 
function and how they will prove helpful. The 
judge must know how to make use of the panel 
for maximum benefits. We are ready to let every- 
one know that the framework for this service 
is set up and available. 

MOTION: (Hesseltine-Goodyear) that this 
report be approved. Motion carried. 


Dept. of Public Health 

Dr. Cross reported as Director of the Illinois 
Department of Public Health. 

Polio situation: We have arrived at the time 
of year when polio is ordinarily at peak preva- 
lence. In Illinois, polio prevalence has been rel- 
atively low but twice that of the corresponding 
time in 1958. Up through August 14 we had 
54 cases this year as against 25 last year. Of 
the 54 cases, 31 (or 57 per cent) were paralytic. 
Of the 54 cases, 10 were among Negroes and 9 
of these were paralytic. Of the 54 cases, 11 (in- 
cluding 4 paralytic) had received 3 or more in- 
oculations of vaccine, and 25 had received no 
vaceine. Aside from Knox County, with 7 cases, 
and Rock Island with 12, cases have been widely 
scattered through 18 counties. The vaccination 
program has gone very well in Illinois; we have 
distributed nearly a million doses so far this 
year. In spite of shortage of vaccine lately, we 
have met practically all demands. Our supply is 
now low and so is our money for this purpose. 


Regional office 

Around September 1, the Department of Pub- 
lie Health will open a regional office in Chicago. 
This will make a total of six regional offices in 
the state. The Chicago office is being opened on 
the specific recommendation of the Northeastern 
Illinois Metropolitan Area Local Governmental 
Services Commission, of which Representative 
Paul J. Randolph is chairman. After two years 
of study, this was the only definite reeommenda- 
tion made by the Commission in its report to the 
General Assembly. 

The Chicago regional office will be in charge 
of Dr. Claire E. Healey, a graduate of the School 
of Public Health of the University of Minnesota. 
Her staff will consist’ of a nurse, two engineers, 
and clerical help. The office will be located on 
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ihe 8th floor of the Chicago State Tuberculosis 
Sanitarium. The office is to promote co-ordina- 
tion of the services of the several hundred offi- 
cial and voluntary health agencies in the metro- 
politan area, particularly in Cook County. 
Chronic diseases 

Chronic diseases and the disabilities of the 
elderly are much in the minds of people general- 
ly throughout the nation. The President has 
called a White House Conference on Aging for 
January 1961. Magazines—Saturday Evening 
Post, Life, ete—have been featuring the subject. 
The USPHS has taken a lively interest in 
chronic diseases and the welfare of the aged 
during recent years. The AMA, the APHA, and 
component societies have done likewise. Elderly 
people have formed several nationwide organiza- 
tions (such as the American Association of Re- 
tired Persons) with impressive membership. 
State legislatures have established commissions 
over the past several years to study the situation 
with appropriate legislation in view. 

In Illinois more and more responsibility for 
action in this field is being placed on the State 
Department of Public Health. This responsi- 
bility includes the supervision of nursing homes 
and hospitals and homes for the aged. It also 
includes programs for control of cancer and 
heart disease with money earmarked for those 
purposes, 

This all assists, but it does not go far enough. 
The chronics and the aged who need help are at 
home, or nearby. They are in the local com- 
munity. For that reason, any service must be 
rendered at the local community level. No good 
way to bring about such service in an adequate 
manner exists except through the operation of 
full-time professional local health departments. 
Certainly the State Department can do little 
more than it now undertakes. Exclusive of the 
tuberculosis hospitals, we have only 12 medical 
officers and about 33 nurses on the payroll. This 
staff cannot be increased much in the foreseeable 
future because of money shortage. 

Any dent in the chronic disease problem and 
the care of the aged will require long term plan- 
ning and long term programs. It can be done 
only on the local front. Whatever government 
does can be done best through local health de- 
partments. For that reason, we are doing all we 
can to encourage the establishment of local health 
dep»rtments where there are none, and to 
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strengthen those that are active. This fall the 
State-Wide Public Health Committee will hold 
a series of five regional meetings to encourage 
the establishment of full time county health 
departments. 

MOTION: (Piszezek-Fullerton) that the re- 
port be accepted. Motion carried. 

Municipal Retirement Fund 

Dr. Camp presented a letter from Kenneth 
F. Manarik, supervisor of the Illinois Municipal 
Retirement Fund. There are about 40,000 partic- 
ipants in this fund throughout the state. At 
the present time the fund is paying disability 
benefits to approximately 500 people. The fund 
is a pension trust set up for the payment of 
monthly retirement annuities for civil employees 
throughout Illinois. 

The officers of the fund would like to make 
use of panels of physicians throughout the state 
for the specific purpose of examining the 500 
people to whom the fund pays disability benefits. 

Dr. Piszezek discussed the problem and sug- 
gested that the panels of experts set up for im- 
partial medical testimony might be made avail- 
able for these employees throughout the state, 
and he would suggest that the matter be referred 
to Dr. Bennett for his consideration and sug- 
gestion. 

MOTION: (Portes-Piszezek) so move. Mo- 
tion carried. 

AMA meeting St. Louis 

Dr. Camp presented a letter from C. Joseph 
Stetler, secretary of the AMA Council on Legis- 
lative Activities, relative to a National Legisla- 
tive Conference to be held at the Hotel Statler 
in St. Louis on October 2-3. The AMA will as- 
sume the expenses of three representatives ; each 
state is entitled to send five. 

MOTION: (Portes-Fullerton) that the mat- 
ter be referred to the Committee on Medical 
Service and Public Relations. Motion carried. 

Dr. Hamilton, chairman, announced that the 
three representatives will be Harlan English, 
E. A. Piszezek, and Kenneth H. Schnepp. Others 
to attend the meeting will be Mr. Walter L. 
Oblinger and Mr. John W. Neal. 

“Relative value study” 

Dr. Hopkins discussed the meeting to be held 
in Indianapolis on September 12 dealing with 
the California “relative value plan” as the basis 
for establishing fee schedules on a satisfactory 
hasis. The number of units are set for various 
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procedures, but the value of the basic unit is 
established at the local level. Dr. Hamilton felt 
that Illinois should be represented at this meet- 
ing and suggested that the President and/or the 
President Elect, and Mr. John A. Mirt attend 
this meeting with expenses paid. 

MOTION: (Fullerton-Piszezek) so moved. 
Motion carried. 

MOTION: (Portes-Blair) that Dr. R. R. 
Cross, Jr., be selected as vice chairman, Com- 
mittee on Arrangements, for the 1960 annual 
meeting. Motion carried. 

MOTION: (Blair-DuPuy) that the members 
of the Committee on Civil Defense be authorized 
to attend the Tenth Annual Civil Defense Con- 
ference in Chicago at the Hotel Morrison on 
November 7-8, 1959. Motion carried. 

MOTION: (Piszezek-DuPuy) that Dr. Reisch 
be authorized to make plans for the 1960 Illinois 


A cough remedy 


A rash of new antitussives is being tried both 
experimentally and clinically. Unfortunately, 
most of the articles descriptive of these studies 
leave something to be desired, because conclu- 
sions appear to be based on too little supporting 
evidence. A preparation enjoying some current 
vopularity is 'Tussionex, which is a combination 
of resin complexes with dihydrocodeinone (Hy- 
codan; Dicodid) and an antihistaminic agent. It 
is claimed that antihistamines potentiate the 
antitussive effect of dehydrocodeinone, while the 
ion exchange resin forms complexes with the 
active agents, from which they undergo sus- 
tained release into the gastrointestinal tract. 
Townsend, of the University of Rochester, 
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State Fair exhibit. Motion carried. 

MOTION: (Piszczek-Fullerton) that the fol- 
lowing be elected as listed: Emeritus: Dr. Lloyd 
Arnold, Chicago, C.M.S.; Retired: Dr. B. F. 
Howland, Hollywood Fla., C.M.S. Motion car- 
ried. 

MOTION: (Piszczek-Fullerton) that the bills 
as audited by the Finance Committee be ap- 
proved. Motion carried. 

(In the absence of Dr. Carl E. Clark, Dr. 
Piszezek served as the third member of the 
Finance Committee for the August 23 meeting). 

The Council presented a plaque to Dr. Edwin 
S. Hamilton for the meritorious service he has 
rendered to the medical profession through the 
years. 

The Council adjourned at 12:45 p.m. 

Respectfully submitted, 
HAROLD M. CAMP, M.D., Secretary 





found that the optimal dose of this combination 
was 1, teaspoonful every 10 to 12 hours for in- 
fants under age 1, 14 teaspoonful for children 
aged 1 to 5, and one teaspoonful for those over 
5. Personal variations, however, demanded ad- 
justment of the dose. If a dose was given in the 
early afternoon and again at bedtime, complete 
relief from cough was obtained for 10 to 12 
hours. Side effects were rare. Constipation oc- 
curred in only two of 269 patients treated. Fa- 
cial pruritus occurred in five, severe enough to 
stop the medication in two. Lethargy seemed re- 
lated simply to personal dosage variations and 
diminished when the dose was lowered for the 
patient so affected. Harry Beckman, M.D. Cough 
Suppression in Children. Wisconsin M.J. June 


1959. 





Illinois Medical Journal 











Questions and Answers 


on Narcotic Act 


Ques.: What should a physician do with excess 
end undesired narcotics ? 

Ans.: Excess and undesired narcotics in the 
possession of a physician in Illinois may be dis- 
posed of by shipment, charges prepaid (ship- 
ments by mail shall not be made), to Mr. George 
M. Belk, District Supervisor, Federal Bureau of 
Narcotics, 817 New Post Office Building, Chi- 
cago 7, Illinois. An inventory shall be prepared 
in quadruplicate on Form 142, the triplicate of 
which shall be forwarded with the narcotics when 
shipped, the duplicate retained on file by the 
physician for a period of two years, and the 
original and quadruplicate forwarded to Mr. 
Belk. The physician should notify Mr. Belk when 
the shipment is made, informing him of the size 
and description of the container in which the 
narcotics are being forwarded, and enclosing the 
required copies of the inventory. 

Ques.: Is a physician required to issue a pre- 
scription on an official prescription blank for 
narcotics to be administered to his patients in 
the hospital ? 

Ans.: No. A practitioner in a hospital may 
order and prescribe narcotic drugs to be adminis- 
tered in a hospital on a practitioner’s order sheet 
of the patient’s chart. The practitioner shall sign 
with his usual signature the practitioner’s order 
sheet. Narcotic drugs which are ordered on the 
practitioner’s order sheet shall be administered 
only in the hospital. 

Ques. : Is a hospital required to obtain a license 
from the Division of Narcotic Control ? 

Ans.: No. A license is not required but no hos- 
pital in the state shall have the custody of nar- 
cotic drugs unless such hospital has first ob- 
tained a letter of approval from the Division of 
Narcotic Control. A hospital may apply to the 
Superintendent of the Division of Narcotic Con- 
trol, 1012 Myers Building, Springfield, for per- 
mission to be entrusted with the custody of nar- 
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cotic drugs for professional use under the direc- 
tion of a practitioner. There is no charge for this 
letter of approval. 

Ques.: Are hospitals required to register with 
the federal government before they are permitted 
to have narcotic drugs? 

Ans.: Yes. Hospitals are required to register 
in Class IV with the Director of Internal Reve- 
nue and pay the $1.00 fee. 

Ques.: Is a hospital required to re-register an- 
nually the same as a physician ? 

Ans.: Yes. Re-registration is required annual- 
ly of all hospitals and $1.00 is the annual fee. 

Ques.: What are the requirements for a physi- 
cian to be eligible to prescribe narcotics for pa- 
tients in a hospital ? 

Ans.: Practitioners, in order to prescribe nar- 
cotics for their patients in hopsitals must be 
entitled, under the laws of the state, to so pre- 
scribe and they must be registered with the Fed- 
eral District Director of Internal Revenue for 
this purpose. 

Ques.: Is a practitioner who has an office in 
Chicago and is registered with the District Di- 
rector of Internal Revenue for that district per- 
mitted to administer or prescribe narcotic drugs 
in Springfield, without first registering with the 
Director of Internal Revenue in Springfield ? 

Ans.: Yes. A physician maintaining an office 
where he is duly registered with the Director of 
Internal Revenue of a district in which the office 
is located, and where his complete stock of nar- 
cotic drugs and all narcotic records are kept, 
may distribute, dispense, give away, administer, 
or prescribe narcotic drugs in other ¢éollection 
districts in which he may be lawfully engaged 
in the practice of his profession, within the 
United States, in the course of his professional 
practice only, without incurring additional lia- 
bility. 





Ques.: Are nurses permitted to register to ad- 
minister or dispense narcotic drugs? 

Ans.: No. Nurses are regarded as agents of 
ihe practitioners or institutions under whose di- 
rection or supervision their duties are performed, 
and they are not permitted to register, nor are 
they permitted to be in possession of narcotic 
drugs or preparations except as such agents or 
as patients. Any unused narcotic drug left by a 
practitioner with a nurse, to be administered dur- 
ing his absence, upon discharge of the nurse, 
must be returned to the practitioner, who will 
account for the drugs on his records. 


QUESTIONABLE PRESCRIPTIONS 


Some prescriptions that have appeared among 


Protoplasts 

Protoplasts of bacteria are bacteria without a 
cell wall. When a wall is built around the center, 
it is a complete bacterium capable of producing 
disease. A protoplast is an incomplete organism 
incapable of causing disease until it is dressed 
up in its best clothes. 

Finally, there are essentially whole bacteria 
called persisters which remain dormant. The 
question here is, what are the trigger mecha- 
nisms that evoke these infective forms of life 
into activity? Is it a change in the attacking or 
offensive forces of the microbial army or is it a 
crumbling Maginot Line of body defenses? Per- 
haps it is a combination of the two. 

The recent announcement of the synthesis of 
D.N.é.. (desoxynucleic acid), the substance 
which carries the hereditary characteristics of 
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those sent to the Division of Narcotic Control 
are questionable so far as possible addict use is 
concerned. 

Several prescriptions calling for tincture of 
opium and olive oil, equal parts, are labeled to 
be used for rectal trouble. This type of prescrip- 
iion has been received from all sections of the 
state. It is a known fact that addicts in other 
parts of the United States have requested physi- 
cians to issue this type of prescription and then 
separate the laudanum and use it for their ad- 
diction. Another of the same type is the lau- 
danum to which a few drops of phenol is to be 
added. This prescription is labeled as earache 
drops. Addicts also have been known to obtain 
prescriptions calling for opium suppositories and 
then use the opium to satisfy their addiction. 


cells, is a great advance. When Avery, McCarthy, 
and McLeod demonstrated that the simultane- 
ous injection of avirulent nonencapsulated pneu- 
mococci and the killed protoplasts of virulent 
pheumococci were injected into mice, they died 
with pneumonia caused by pneumococci of the 
type characterized by the virulent pneumococci. 
Moreover, this characteristic of virulence and en- 
capsulation was carried on by new generations. 
It was shown further that the important sub- 
stance in this transformation was D.N.A. 

The hence harmless 
pneumococcus could be made to acquire a cap- 
sule and become virulent when chemicals were 
present which could be synthesized into a differ- 
ent organism. Chester S. Keefer, M.D...Current 
Concepts of Bacterial Susceptibility and Immu- 
nity. Rocky Mountain M.J, July 1959. 


nonencapsulated and 
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Clinics for crippled children 
listed for November 


Twenty-three clinics for Illinois’ physically 
handicapped children have been scheduled for 
November by the University of Illinois, Division 
of Services for Crippled Children. The Division 
will count 19 general clinics providing diagnostic 
orthopedic, pediatric, speech, and hearing exam- 
ination along with medical, social, and nursing 
service, There will be two special clinics for chil- 
dren with cardiac conditions and one each for 
children with rheumatic fever and _ cerebral 
palsy. Clinicians are selected from among pri- 
vate physicians who are certified Board members. 
Any private physician may refer to or bring to 
a convenient clinic any child or children for 
whom he may want examination or consultative 
services, 
November Pittsfield, Illini Hospital 
Shelbyville, Methodist Church 
Macomb, Phelps Hospital 
Hinsdale, Hinsdale Sanitarium 
Fairfield, Fairfield Memorial 


November 


November 

November 
Hospital 

November 5 
Hospital 

November 6 — Chicago Heights (Cardiac), St. 
James Hospital , 

November 10 — Casey, Casey High School 

November 10 — East» St. Louis, St. Mary’s 
Hospital 


3 
3 
November 3 
4 
4 


- Sterling, Community General 
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November 10 

November 11 

November 11 

November 12 
Hospital 

November 12 
tal 

November 17 
tal 

November 18 — Evergreen Park, Little Com- 
pany of Mary Hospital 

November 18 — Springfield, (Cerebral Palsy), 
Memorial Hospital 

November 19 — Decatur, Decatur-Macon 
County Hospital 

November 19 — Elmhurst (Cardiac), Memorial 
Hospital of DuPage County 

November 19 — Rockford, St. Anthony’s Hos- 
pital 

November 24 — Effingham (Rheumatic Fever), 
St. Anthony Hospital 

November 24 — Peoria, Children’s Hospital 

November 25 Aurora, Copley Memorial Hos- 
pital 


Peoria, Children’s Hospital 
Joliet, Silver Cross Hospital 
Urbana, McKinley Hospital 
DuQuoin, Marshall-Browning 


Springfield, St. John’s Hospi- 


Alton, Alton Memorial Hospi- 


« > 
Orthopsychiatric meeting 


The American Orthopsychiatric Association, 
composed of psychiatrists, psychologists, social 
workers, and others, will hold its 37th annual 
meeting in the Hotel Sherman, Chicago, Febru- 
ary 25-27, 





Pamphlet on cancer care 


A new pamphlet, “When a Family Faces Can- 
cer,” designed to aid families of cancer patients 
meet the physical and psychological problems 
connected with the disease, has been issued by 
the Public Affairs Committee, 22 East 38th 
Strect, New York 16, in co-operation with the 
American Cancer Society. The cost is 25 cents. 


< > 
Civil defense conference 


to be held in Chicago 


The 10th annual County Medical Societies’ 
Civil Defense Conference, sponsored by the 
AMA’s Council on National Defense, will be 
held at the Morrison Hotel, Chicago, November 
7-8. 

The conference is designed to inform and as- 
sist medical and health personnel in the event 
of a disaster. The program will include workshop 
sessions concerning medical preparedness, ex- 
change of information dealing with emergency 
medical services, and talks on civil defense and 
disaster topics. 

Additional information may be obtained from 
Mr. Frank W. Barton, AMA, 535 North Dear- 
born Street, Chicago 10. 


«< > 
Ob. & Gynec. Board examinations 


Part I examinations of the American Board of 
Obstetrics and Gynecology will be held in the 
United States and Canada, January 16. Current 
bulletins outlining the requirements may be ob- 
tained from the Board, 2105 Adelbert Road, 
Cleveland 6. 

< > 
Symposium on heart disease 


The second International Symposium on 
Changing Concepts in Medicine (congenital 
heart disease) will be held in the Bellevue-Strat- 
ford Hotel, Philadelphia, April 28-30. Informa- 
tion may be had by writing Dr. Charles P. 
Bailey, Deborah National Office, 901 Walnut 
Street, Philadelphia 7. 

< > 


Pan American meeting 


The Pan American Medical Association will 
hold its 35th annual congress in Mexico City, 
May 2-11. The meeting will cover medicine, sur- 
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gery, and dentistry. 
For details, write the association, 745 Fifth 
Avenue, New York 22. 
< > 


PG course in fractures 

The American Fracture Association will hold 
its 20th annual meeting at the Roosevelt Hotel, 
New Orleans, November 1-4. The program will 
consist of postgraduate courses in fractures, to 
be given by the Tulane University School of Med- 
icine. 

Further information may be had by writing 
to Dr. H. W. Wellmerling, secretary-general of 
ihe association, 610 Griesheim Building, Bloom- 
ington, Ill. 

< > 
State-Wide Public Health 


Committee meetings 


Illinois State-Wide Public Health Committee 
will hold its 15th annual meeting at 9:30 a.m., 
October 30, at the East Side Health District, 
East St. Louis. Representatives of the 33 mem- 
ber organizations and other interested groups 
are expected to attend. 

During the morning session, participants will 
observe the mechanics of a health department in 
action. - 

Luncheon meeting and afternoon discussion 
will be held at Broadview Hotel. 

Speakers during the luncheon will include Dr. 
Roland R. Cross, director of the state Depart- 
ment of Public Health; Dr. J. W. Compton, 
representing the Illinois State Medical Society. 
and Dr. James Mahoney, representing the IlIli- 
nois State Dental Society. Afternoon discussion 
will cover the services available through a full- 
{ime county health department and ways and 
means of forming and planning such depart- 
ments. 

A special reorganizational meeting of the 
State-Wide Committee will be held at 10 a.m., 
November 20 at the Sherman Hotel, Chicago. 

Dr. Roland R. Cross, and Dr. Joseph T. 
O’Neill, president of the Illinois State Medical 
Society, will give addresses. Benjamin Wham, 
chairman of the Committee, will preside. 

This meeting will bring together presidents, 
executive secretaries and public health chairmen 
of various member organizations. Discussion will 
encompass present problems and future plans of 
the Committee. 
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John A. Mirt 


Education still PR need 

Education of the medical profession and the 
public still continues to be the principal need 
in the battle against the socialization of medi- 
cine. This was the conclusion that came out of 
the recent two day Public Relations Institute in 
Chicago, sponsored by the AMA. 

One panel stressed the need for informing the 
public why medical care costs have risen and 
what service is being rendered for the medical 
dollar. It was pointed out that wage increases 
have been the principal factor for a 200 per cent 
increase in the daily average hospital bill since 
1946. The public also must be educated to the 
fact that because of the results obtained, drugs 
are not as expensive as they appear to be. 

Indiscriminate hospitalization because the pa- 
tient has insurance also came in for criticism. 
The medical profession can help stop that abuse. 
The public, it was felt, also should be educated 
to the fact that demands for the inclusion of 
more services means increases in premiums. 

The education of the profession, it was sug- 
gested, can be carried on through letters from 
the county medical societies to its members; 
educational exhibits and films; editorials in 
medical journals and bulletins; county society 
symposia; orientation programs for new mem- 
bers. 

The Forand Bill and its implications were 
taken up in a panel of AMA experts on legis- 
lation. It was suggested that the problem of 
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health care of the aged must be circumscribed. 
The estimate is that between 60 and 65 per cent 
of those over 65 have health insurance, and that 
the others either do not want insurance or are 
already on public assistance. 

It also was recommended that a federal survey 
among selected communities be made to learn 
the extent of the problem. One feeling was that 
there is no great problem, because individual 
physicians have been taking care of the aged 
for years and will continue to do so. 

A point brought out by the panel was that 
nearly all physicians agree with the AMA in its 
opposition to the Forand Bill but that few ex- 
press active interest in the situation. It was the 
consensus that state and county medical so- 
cieties must encourage physicians to be more 
active in political matters. 

Another panel presented American, Canadian, 
and German viewpoints on the dangers of social- 
ized medicine. One warning sounded was that 
the medical profession has resigned itself in too 
great a degree in order to guarantee a friction- 
less living. It was suggested that physicians 
should face the reality of the threats of adverse 
government influence in the practice of medicine. 

It was agreed that the struggle against social- 
ism was basically “a merchandising problem.” 
Competition in the medical marketplace, princi- 
pally the federal government, is offering “an 
attractive bill of goods.” 

From the institute also came the thought that 
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physicians must do some creative thinking about 
the route medicine will travel in the years ahead. 
More resourceful programs, taking into consider- 
ution changing times and public thinking, must 
be developed, and more community leadership 
must be provided by physicians. 


Some medical care cost figures 

According to information recently released by 
the Bureau of Labor Statistics, it actually costs 
patients less for home and office visits today 
than it did 25 years ago. In 1933, the average 
patient worked four hours and 45 minutes to 
pay for the average office visit to his physician. 
Today, the same patient works only one hour 
and 42 minutes to earn the cost of an average 
office visit. In 1933, it required seven hours and 


Enema first 


Now a word about the preparation of the pa- 
tient for sigmoidoscopic examination. It is a 
great temptation if you are going to do the sig- 
moidoscopic yourself to do it at the time whether 
or not the patient’s bowel has been cleaned out. 
Or to send him at once to a proctologist in an at- 
tempt to hurry the examination to save yourself 
or the patient time, saying, “He just has a little 


lump, or a vague symptom, and, anyhow he says 
his bowel moved good today.” You rarely gain 
anything by this. It is surmised that you want 
your patient to have as comfortable an examina- 
tion us he can get and that you desire the best 
information from the examination that can be 
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42 minutes on the job to pay for the average 
home call of a physician but today it requires 
only two hours and 48 minutes. 


A public relations tip 

‘The forces of inflation are too wide and too 
powerful for any individual or business to stem 
singlehanded. Inflation, however, may be com- 
bated individually if all citizens will give spoken 
and written support to those who are working 
for a strong, sound, and stable dollar, and will 
oppose unreasonable demands, excessive spend- 
ing, and schemes that add fuel to the inflation- 
ary fire. Give your friends and associates, as well 
as your representatives in Congress, your con- 
structive views on government budget and spend- 
ing. 


realized. This cannot be assured unless the lower 
bowel is clean. 

For the sake of your patient’s feelings and for 
the best examination have him take plain water 
enemas until the return is clear at least two hours 
before the attempt to scope him is made. Thus, 
the chances are much better that he won’t be 
mauled about in attempting to bull your way 
vround a lot of feces in the lower bowel, one 
small piece of which may hide just what you are 
looking for. By all means do the sigmoidoscopic 
examination before barium is given by mouth or 
introduced into the lower bowel. The introduc- 
tion of barium first might hold up a properly 
done sigmoidoscopic for two to three days. Wil- 
ham J. Martin, M.D. How Would You Examine 
the Colon? J. Kentucky M.A. July 1959. 
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Doings aT Pato ALTO 

The new Stanford Medical Center in Palo 
Alto has an electronic secretary. Now the busy 
physician can telephone a central dictating sys- 
tem at any time during the day; if he is an in- 
somniac, he can unload his paper work at any 
hour in the night. The next day stenographers 
transcribe his reports on specialized medical cor- 
respondence. 


In addition to electronic secretaries, the News 
Bureau of the Stanford Medical Center released 
a prediction that, “Ten years from now a mar- 
ried couple previously doomed to remain child- 
less by sterility may be provided with a family 
through eggs fertilized in a laboratory and then 
implanted in the mother’s womb.” 

The prediction was made by Dr. R. W. Noyes, 
a gynecologist, who has conducted research in 
the “field of defining the environmental condi- 
tions needed for fertilization and determining 
exact degrees of egg growth—in order that im- 
planting may be done at the right moment.” 


‘The physical therapy department at Stanford 
also has a dynamometer for measuring tension, 
or pull of major muscle groups. This gadget was 
perfected at Wayne University. Preliminary 
show that some muscles increase in 
strength with age whereas others hit a plateau 
early in life. Studies have been conducted on 
subjects ranging from sixth graders to college 
students. One fact that emerged is that high 


studies 
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school senior girls are stronger than college 
women. I always suspected that college women 
were weaker. 


ULCERS AND HEART ATTACKS 

Boston physicians remind us again that an 
old peptic ulcer may become troublesome after 
myocardial infarction, due to stress and anxiety. 
This is another reason to use the anticoagulants 
cautiously. 


PLASTER AS FILLER 

A %0 year old procedure for bone reconstruc- 
tion was resurrected by Dr. L. P. Peltier of the 
University of Kansas Medical Center. He packs 
the cavity of defective bone with molded plaster 
of Paris, which serves as a framework over which 
new bone grows. The plaster is absorbed slowly, 
usually within two to four months. 


PSYCHIATRISTS ARE SCARCE 

There has been a 21 per cent increase in the 
number of psychiatrists during the past three 
years, from 8,713 to 10,562. This is an average 
of one psychiatrist for every 16,400 of the popu- 
lation. New York lists one for every 6,400 where- 
as North Dakota has one for every 72,000. Two- 
thirds of the psychiatrists treat private patients 
but only 15 per cent are engaged solely in private 
practice. 


LONELY OLDSTERS 

The world-wide suicide rate is high among 
older persons who have never married or whose 
spouses have died. The highest rates of men of 
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70 and over, according to a report from WHO, 
were noted in Belgium, France, Italy, Holland, 
Portugal, England, Australia, Switzerland, and 
Spain. Suicides among elderly women seem to 
occur about ten years earlier than among men. 
The reasons for suicide: Unemployment, so- 
cial disorganization following political change, 
poverty, and physical and mental illnesses. 


ORAL POLIO VACCINE 

Merck & Company has started a large scale 
experimental production of the Sabin oral polio 
vaccine. ‘They are interested in conducting ex- 
tensive clinical tests to establish the safety and 
efficacy of the vaccine. 

The Surgeon General of the United States 
Public Health Service says the following require- 
ments must be met before a live virus polio vac- 
cine can be licensed: It must be effective against 
polio, safe, free of any contamination, and capa- 
ble of commercial production. In his opinion, 
it will be some time in 1961 before a live virus 
polio vaccine will meet these requirements. 


COMPULSORY HEARING TESTS 

One thing leads to another. The National As- 
sociation of Manufacturers told a senate labor 
committee that older persons will have greater 
job opportunities in the next decade. The hear- 
ing aid industry never misses a lead, put two and 
two together, and sent out a news release to this 
effect : 

1, One million persons in the over 55 age 
bracket have hearing aids. 

2. Five million need them. 

3. Thousands of “2” are laid off or refused 
employment because they are hard of hearing 
and will not use prosthetic devices. 

4: A broad scale attack “on a regular com- 
pulsory basis” should be directed against their 
refusal to wear hearing aids. 

5. Otherwise the entire economy will suffer. 

The hearing aid industry certainly deserves A 
for effort. 

We wonder what type of reaction our members 
would have if the AMA pursued all leads on 
new prospects for the services of a physician and 
to drum up business in general. In this partic- 
ular instance, the AMA would co-operate by 
starting a campaign to have the hearing of those 
over 55 tested by physicians. 


PHARMACEUTICALS 
Bevitam, a zine tannate complex of cyanoco- 
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balamin, is Merrell’s newest vitamin B,.. Ac- 
cording to reports, it lasts longer in the tissues 
because it is not eliminated rapidly by the kid- 
neys. Only two per cent of its By. was lost 
through excretion one week after Bevitam was 
injected. The B,. remaining in the tissues is 
utilized over a period of 28 days. The product 
is available in multiple dose vials containing 
crystalline cyanocobalamin. 


Other new entities include Saluron, a new 
oral diuretic by Bristol, and Upjohn’s Depo- 
medrol. Upjohn also is testing Provera, a me- 
droxyprogesterone, in limited areas. 


Triamcinolone for nephrosis: This product of 
Lederle was given to 15 youngsters under 9 
vears of age by a group of New York physicians. 
Ten became symptom free and had normal blood 
and urine after 4 to 6 weeks on the steriod. Five 
patients relapsed subsequently but three of these 
were relieved a second time. Successful remis- 
sions occurred in eight out of nine with normal 
blood pressure who had been nephrotic for less 
than a year. Remissions are not cures but 
steroids are effective in this disease when used 
over a long period of time. 


Marplan is advocated by Roche as an adjunct 
in the treatment of angina pectoris. The mode of 
action of this amine oxidase inhibitor is not un- 
derstood. But relief of angina was reported in 
60 per cent of a group of 30 cardiac patients 
by Abrams and Becker of Newark in an inter- 
view arranged by Roche. In their opinion a small 
dosage of Marplan, an analogue of iproniazid, is 
beneficial to the heart and yet not sufficient to 
damage the liver. 


Syntetrin is Bristol’s new modified tetracy- 
cline. The company says it is 2,500 times more 
soluble in body fluid than previous forms of 
tetracycline and a single injection has a pro- 
longed 24 hour antibacterial effect. 


Lloyd has changed the name of their surfac- 
tant softening agent from Doxical to Surfak. 
This product has no action on the bowel; its 
effectiveness in relieving constipation stems from 
“its ability to reduce surface tension of water 
and oil to minimum values, resulting in soft 
formed stools.” 
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NEWS of the STATE 





COOK 

LectuRE. On November 4, Dr. C. Knight 
Aldrich, professor and chairman, department 
of psychiatry, University of Chicago will speak 
on “Evaluation and Understanding of Emotion- 
al Disorders,” at 8:00 p.m., North Shore Hos- 
pital, 225 Sheridan Road, Winnetka. 

Hospitas. A new allergy research laboratory 
has been set up in the Research Institute of 
Michael Reese Medical Center, headed by re- 
search associate Dr. Peter Baram, who received 
his doctorate in microbiology at the University 
of Illinois. The laboratory is now engaged in 
investigating the relationship betwen allergy and 
immunity. Another area of investigation will 
study the differences between normal mucus and 
mucus in asthmatics, and attempt to find a safe 
selective mucus digesting agent. 

St. Francis Hospital, Evanston, is building 
a one-story, completely air conditioned structure. 
An important feature of the new unit will be its 
ability to accommodate large numbers of casual- 
ties in event of a disaster. 

New Posts. Dr. William E. Adams, interna- 
tionally known chest surgeon, has been appointed 
chairman of the department of surgery at the 
University of Chicago. He is a member of the 
Council of ISMS; a faculty member at the Uni- 
versity of Chicago for 31 years; and senior con- 
sulting surgeon at the Municipal Tuberculosis 
Sanitarium in Chicago, the Suburban Cook 
County Tuberculosis Sanitarium in Hinsdale, 
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and the Great Lakes Naval Training Station 
Hospital. 

Dr. Emil D. W. Hauser, associate professor 
of orthopedic surgery at Northwestern Univer- 
sity Medical School, has been installed as presi- 
dent of the Passavant Hospital medical staff 
for the year 1959-60. 

Soviet Union Visit. Dr. Clifford J. Bar- 
borka, associate professor of medicine, North- 
western University Medical School, is one of six 
American scientists who surveyed the progress of 
metabolic disease research in the Soviet Union. 


JACKSON 

Pusiic WELFARE. ‘lhe Jackson County Com- 
mittee on Alcoholism, Murphysboro, has been 
awarded a grant for $475. to conduct a two-day 
seminar for the clergy on alcoholism. 


KNOX 

Meetinea. Dr. William B. Stromberg, instruc- 
tor in surgery, Northwestern University Medical 
School, was the speaker at the September meet- 
ing of the Knox County Medical Society. 


McDONOUGH 

Meetine. At the September meeting of the 
McDonough County Medical Society, Mr. James 
Smith answered questions regarding the IPAC. 


PEORIA 

The Peoria Medical Society held its Septem- 
ber meeting at the University Club. Dr. Carl V. 
Moore, Busch professor of medicine, Washington 
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University, St. Louis, spoke on “Immune Mecha- 
nisms in Blood Disease.” 


ROCK ISLAND 

TaLk. Dr. Grant H. Laing spoke September 
16 before the Iowa and Illinois Central District 
Medical Association in Rock Island on “Symp- 
tom Complexes Due to Deficiencies and Excesses 
of Elements.” 


ST. CLAIR 

MeetTinG. The St. Clair County Medical So- 
ciety held an executive meeting before dinner, 
and a general meeting after dinner, at Augus- 
tine’s Restaurant Belleville, in September. 


VERMILION 

MeetinG. Dr. William Requarth, associate 
professor of surgery, University of Illinois Col- 
lege of Medicine, spoke on “The Treatment of 
Traumatic Wounds” at the first fall meeting in 
September of the Vermilion County Medical So- 
ciety. 


GENERAL 

New Post. Dr. E. M. K. Geiling, former 
Frank P. Hixon distinguished service professor 
of pharmacology at the University of Chicago, 
has been appointed to the scientific staff of the 
Food and Drug Administration. 


NursinG Homes, A four day institute for ad- 
ministrators of nursing homes, homes for the 
aged, and sheltered care homes in Illinois was 
held August 30 through September 2 at the Uni- 
versity Law Building, Champaign. 


Pusiic WELFARE. Grants totaling $1,008,450 
have been made for 27 community mental health 
clinics and other special mental health services. 
The Madison County Mental Health Clinic at 
Alton and the Southern Illinois Mental Health 
Clinic at Murphysboro — two newly established 
community mental health clinics — are included 
in these grants. 


EPmeEMIOLocicaL Stupy. The American Can- 
cer Society has embarked upon a large scale 
epidemiological research study in co-operation 
with several of its larger divisions. Illinois has 
heen invited to participate. 


Approximately 500,000 families (i.e., house- 
holds) will be enrolled by volunteer researchers 
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of the Society. These will be families in which 
there is at least one person over the age of 45. 
Every member of these families who is over the 
age of 30 will be asked to fill out a questionnaire. 
The subject will put the filled-out questionnaire 
in a confidential envelope and seal it. The volun- 
teer workers will then collect the sealed enve- 
lopes. 


Once a year thereafter for the next six years, 
the researchers will report on each subject as 
alive or dead. Copies of death certificates will be 
obtained from the health department to ascertain 
the causes of death. When cancer is reported 
on a death certificate, we will request the 
physician who signed the certificate to supply us 
with additional details (e.g. histologic type, basis 
of diagnosis, ete.). Once every two years, the 
subjects will be asked to fill out a brief question- 
naire on illness which occurred during the inter- 
vening period. 


The major purpose of the study is to ascertain 
the association, if any, between various environ- 
mental factors and the later occurrence of can- 
cer. It is hoped that this will yield clews as to a 
number of possible causes of cancer. In addition, 
hy asking the subjects questions on their physical 
complaints, we-hope to obtain some useful infor- 
mation on the earliest danger signals of cancer. 


“Your HeaLttH Comes First” over Rapio 
Cuicaco WJJD: 

October 28 at 6:30 p.m. — Donacp H. ATLAs, 
associate professor of medicine at Northwestern 
University Medical School, will discuss “The Pit- 
falls of Self-Medication.” 


This public service program is sponsored by 
the Illinois State Medical Society in co-operation 
with Radio Chicago WJJD. 


LECTURES ARRANGED BY THE ILLINOIS STATE 
MepicaL Society: 

Davin W. CuGELL, assistant professor of Medi- 
cine, Northwestern University Medical School, 
addressed a joint meeting of the Lee and White- 
side County Medical Societies in Dixon, Septem- 
ber 17, on “Respiratory Diseases.” 


Epwarp K. Isaacson, associate in pediatrics, 
Northwestern University Medical School, Cen- 
iral School Parent Teacher Association in Des 
Plaines, November 10, on “Sex Education for 
the Grammar School Child.” 
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HarvEY WHITE, assistant professor of radi- 
ology, Northwestern University Medical School, 
LaSalle County Medical Society, November 12, 
on “Radiologic Problems in Children.” 

Fred P. Lone, Director, Peoria City and 
County Health Department, Stephenson County 
Medical Society in Freeport, November 19, on 
their public health program. 

LAWRENCE PERLMAN, clinical assistant pro- 
fessor of medicine, University of Illinois College 
of Medicine, Stock Yards Branch of the Chicago 
Medical Society, November 20, on “Diagnosis 
and Treatment of Strokes.” 


DEATHS 

HERMAN P. Barr*, retired, Chicago, who 
graduated at Northwestern University Medical 
School in 1921, died August 22, aged 65. He had 
heen a member of the staffs of the Little Com- 
pany of Mary and South Shore Hospitals. 

Martin R. Broman’*, retired, Evanston, who 
graduated at Rush Medical College in 1916, died 
August 17, aged 67. He was pathologist and di- 
rector of laboratories at Swedish Covenant Hos- 
pital, where he had served for 35 years. 

CHarLes W. Compton*, Springfield, who 
graduated at Central College of Physicians and 
Surgeons, Indianapolis, in 1900, died recently, 
aged 83. 

Ora J. CuLBertson*, Belleville, who gradu- 
ated at St. Louis University School of Medicine 
in 1902, died May 29, aged 81. He was associ- 
ated with the St. Mary’s and Christian Welfare 
Hospitals. 

Epwarp G, DeweEIn*, Freeburg, who gradu- 
ated at the Medical College of Virginia, Rich- 
mond, in 1929, died recently, aged 56. 

Puitie H. Dorne*, Chicago, who graduated 
at Northwestern University Medical School in 
1914, died August 20, aged 69. He was a mem- 
her of the staff of Alexian Brothers Hospital. 

Nicuotas M. Doyte, retired, Chicago, who 
graduated at the University of Illinois College 
of Medicine in 1914, died September 8, aged 79. 

FREDERICK G, FRrazrer*, Chicago, who gradu- 
ated at Meharry Medical College, Nashville, in 
1915, died August 26 in Hines Veterans Hospi- 
tal. He was 71. 

ALEXANDER SANFORD FREEMAN*, Chicago, 
who graduated at the University of Tlinois Col- 
lege of Medicine in 1930, died June 22, aged 55 
He was associated with Alexian Brothers Hospi- 
tal. 
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Wittiam V. Gooper*, retired, Marengo, who 
graduated at Northwestern University Medical 
School in 1905, died August 12, aged 78. A 
codicil in his will said “I forgive all unpaid med- 
ical bills.” They amounted to $25,000. 

CHARLES EpwarRD GREER*, Charleston, who 
graduated at Chicago Homeopathic Medical Col- 
lege in 1898, died June 1, aged 84. He was a 
member of the honorary staff of the Charleston 
Community Memorial Hospital. 

ARTHUR W. GreEGe*, retired, Chicago, who 
graduated at the University of Illinois College 
of Medicine in 1909, died August 26, aged 76. 
He was a member of the “Fifty Year Club” of 
the Illinois State Medical Society, and formerly 
was associated with the surgical staff of Walther 
Memorial Hospital. 

Ross W. Griswo.ip*, Litchfield, who gradu- 
ated at St. Louis University School of Medicine 
in 1911, died June 29, aged 70. He had served 
as secretary of the Montgomery County Medicai 
Society for several years, and had practiced med- 
icine in Litchfield for 47 years. 

Epwarp H. Hatton, retired, Evanston, who 
graduated at Rush Medical College in 1912, died 
August 15, aged 84. He had been professor of 
pathology at Northwestern University Dental 
School. 

Water LESLIE HuMMEL, Chicago, who grad- 
uated at Northwestern University Medical School 
in 1953, died June 29, aged 31. 

STEPHEN KOHLENBACH*, Columbia, who 
graduated at Kansas City Medical College in 
1907, died recently, aged 87. 

CLEMENT L. Martin*, Chicago, who gradu- 
ated at Creighton University School of Medi- 
cine, Omaha, in 1916, died August 15, aged 68. 
He was clinical professor of surgery at Stritch 
School of Medicine of Loyola University, senior 
attending proctologist at Mercy Hospital, and a 
trustee of the International College of Surgeons. 
He was a former trustee of the Chicago Medical 
Society and a past president of the North Side 
Branch of the Chicago Medical Society. 

Wiii1amM Henry Meyer, Chicago, who grad- 
uated at the Medical College of Ohio, Cincinnati, 
in 1898, died June 8, aged 88. He was an hon- 
orary staff member at Grant Hospital. 

WivFretp S. Morrison*, Minonk, who grad- 
uated at the Hahnemann Medical College and 


*Indicates member of the Illinois State Medical Society. 
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Hospital, Chicago, in 1905, died August 17, 
aged 79. 

VLADAS PruNSKIS, Chicago, who graduated at 
Vytauto Didziojo Universiteto Medicinos Fak- 
ulteto, Kaunas, Lithuania, in 1941, died August 
21, aged 46. He was a member of the staff of St. 
Elizabeth’s Hospital. 

Mary L. RosenstieL*, Freeport, who gradu- 
ated at the University of Michigan Department 
of Medicine and Surgery in 1904, died May 17, 
aged 79. She was associated with Deaconess and 
St. Francis Hospitals. 

ApRIAN H. VANDER VEER*, Chicago, who 


Almost a century ago 


In planning the kind of organization in medi- 
cine and public health he would like for his 
adopted state, Dr. Cochran could not see why 
one and the same body—namely, the Medical 
Association of the State of Alabama that had 
been organized in 1847—could not function in 
both realms. With the eye of a sage, he obtained 
a clear vision of the objects to be accomplished, 
and with the accuracy of a logician, he formu- 
lated those objects somewhat as follows — and, 
mind you, this was 87 years ago: 

1. ‘To unite the medical profession of the state 
into a homogeneous and coherent whole, so as to 
focus its aggregate strength and power and in- 
fluence on the cause of human health and happi- 
ness ; 

2. To bring the physicians of the several 
coun.ies of the state together at frequent inter- 
vals and those of the state together once annually 
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graduated at Columbia College of Physicians and 
Surgeons in 1934, died August 13, aged 49. A 
well known writer and lecturer in the field of 
child psychiatry, he was a member of the Insti- 
tute for Psychoanalysis, and consultant for the 
Family Service Bureau and for the Jewish Chil- 
dren’s Bureau. 

Evmer T. P. Zessin*, Galesburg, who gradu- 
ated at the Chicago College of Medicine and 
Surgery in 1914, died in July, aged 73. 


*Indicates member of the Illinois State Medical Society. 


for the purpose of discussing scientific and prac- 
tical questions in medicine ; 

3. To erect a high standard of qualification for 
the practice of medicine, and to secure the en- 
actment of a law that would entrust the en- 
forcement of the standard to the organized medi- 
cal profession of the state; 

4. To construct a complete and logical public 
health system for the municipalities, the coun- 
ties, and the state, and to secure its establish- 
ment by law, with the provision that the prac- 
tical administration of the system should be 
committed to the organized medical profession, 
thus divorcing it forever from commercial and 
political influence ; 

5. To provide courts within the profession it- 
self for the intelligent exercise of jurisdiction 
over the ethics of the profession, with the view 
of fostering fraternal relations among medical 
men and thus securing loyalty to pure and ex- 
alted principles of professional conduct. W. FR. 
Carter, M. D. Jerome Cochran. J.M.A. Alabama 
July 1959. 
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